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Social Factors in ADHD Families 
ABSTRACT 
Cesar, Kevin R., B.A., December 1993 Clinical Psychology 
SOCIAL FACTORS RECONSIDERED IN THE DEVELOPMENT OF BEHAVIORAL 
DISORDERS IN ATTENTION-DEFICIT HI IVITY DISORDERED CHILDREN 
(246 pp.) 
The purpose of the present study was to examine possible 
psychosocial and perceptual factors that may differentiate families 
with an Attention-deficit Hyperactive disordered (ADHD) child from 
those with a child co-diagnosed ADHD+Conduct disorder ̂^br 
Oppositional defiant disorder (ODD), and to investigate familial 
and perceptual factors that may exacerbate the progression of ODD 
and CD in ADHD children. 
Subjects included 40 males, 7 to 11 and their biological mothers. 
20 were diagnosed pure ADHD and 20 ADHD+CD/ODD. 
Perceptual factors were examined by the Family Environment Scale 
(FES; Moos & Moos, 1986), and the Parent Behavior Inventory (PBI; 
Weintraub, 1981). The children were administered the Child's 
Version of the Family Environment Scale (CVFES; Pino, Simons, & 
Slawinowski, 19 87), and the Children's Report of Parenting Behavior 
Inventory (CRPBI; Raskin, Booth, Reatig, Schulterbrandt, & Odle, 
1971) . Results suggest that mothers of both ADHD males and 
ADHD+CD/ODD males perceive their environments and their parenting 
behavior as highly comparable. Likewise, both ADHD and ADHD+CD/ODD 
males perceived their home environments and their parent's behavior 
highly similarly with few exceptions. Additionally, perceptions of 
mother-son dyads were compared by group (ADHD and ADHD+CD/ODD). 
Results suggest similar levels of discrepancy between both sets of 
mother-son dyads regardless of condition. 
In general the psychosocial factors examined did not 
differentiate the two groups of mothers. Mothers of both ADHD and 
ADHD+CD/ODD children reported being well adjusted. Furthermore, 
other than the Child Behavior Checklist (CBCL; Achenbach & 
Edelbrock, 1983) few measures differentiated ADHD from ADHD+CD/ODD 
males. On the CBCL, mothers of ADHD+CD/ODD children rated their 
sons higher on the Aggressive behavior, the Somatic complaints, and 
the Anxiety/Depression scales. A significant interaction was found 
for Group by Medication status of the child on the FES and the 
CBCL. 
Director: David Schuldberg, Ph.D. 
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CHAPTER ONE 
SOCIAL FACTORS RECONSIDERED IN 
THE DEVELOPMENT OF BEHAVIORAL DISORDERS IN 
ATTENTION-DEFICIT HYPERACTIVITY DISORDERED CHILDREN 
INTRODUCTION 
Attention-Deficit Hyperactivity Disorder (ADHD) is a 
childhood, disorder that has come to the forefront of medical 
attention in recent years. Well over 2000 studies have been 
published in the area since 1979, with over 4000 studies 
published on the disorder overall, "making ADHD the most 
researched and best known of the childhood behavior 
disorders" (Weiss & Hechtman, 1986 p.7). However, the 
recent surge of interest in ADHD is not occurring because it 
is a new diagnostic entity. In fact, the conceptualization 
of the disorder began in the late 1800's (Ross and Ross, 
1976), with one of the most complete descriptions being 
first articulated by George Still and Alfred Tredgold of 
England in the early 1900's (Barkley, 1990). Still (1902) 
and Tredgold (1908) in their early writings described a 
group of children who were aggressive, defiant, "excessively 
emotional," and had little "inhibitory volition." Still 
concluded that the children had a major defect in moral 
control, while Tredgold believed that a theory of 
neurological deficiencies accounted for the problems in 
inhibition. 
In North America the history of ADHD is usually traced 
back to an outbreak of encephalitis that occurred in 1917-
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1918. In the months after the epidemic passed, clinicians 
found themselves with a group of children who demonstrated 
both behavioral and cognitive symptoms such as inattention, 
hyperactivity, and poor impulse control. Thus the disorder 
came to be known as "postencephalitic behavior disorder" and 
appeared to be directly tied to damage in the Central 
Nervous System (CNS). Although these symptoms, inattention, 
hyperactivity, and poor impulse control, were first seen and 
described nearly eighty years ago, they continue to be 
incorporated into the conceptualization of ADHD, and are now 
known as the "holy trinity" of ADHD (Cantwell, 19 81). 
PRESENT DAY CONCEPTUALIZATION OF ADHD 
Although ADHD has changed names perhaps more than any 
other psychiatric disorder, the belief that the disorder was 
caused by a dysfunction in the CNS has remained, as 
reflected by many of the diagnostic terms given to the 
disorder. For example, ADHD has been referred to as 
"organic driveness," "brain-injured child," "minimal brain 
damage," and "minimal brain dysfunction." When the focus of 
concern began emphasizing the hyperactivity and/or the 
problems in attention, the nosology of the disorder went 
through revisions such as "hyperkinetic impulse disorder," 
"hyperactive child syndrome," "hyperkinetic reaction of 
childhood disorder," "Attention-Deficit Disorder" with and 
without hyperactivity in the DSM-II, and most recently 
"Attention-Deficit Hyperactivity Disorder" in the DSM-III-R 
Social Factors in ADHD families Page 3 
(American Psychiatric Association, 1987). Each diagnostic 
label stands as a marker in the development of the 
conceptualization of the disorder, and not only reflects the 
essential deficits that were highlighted at the time, but 
also how elusive the etiology has been to scientists. 
RECENT DIAGNOSTIC CRITERIA FOR ADHD 
The DSM-III (APA, 1980), offered the first official 
diagnostic classification system for ADHD, then called 
Attention-Deficit Disorder with and without hyperactivity 
(ADD/H and ADD/-H respectively). To be diagnosed as ADD/H 
one had to satisfy behavioral criteria in three major areas: 
A, inattention, B, impulsivity, and C, hyperactivity (see 
appendix A). In area A (inattention), three out of five 
criteria had to be met; in area B (impulsivity), three out 
of six criteria had to be satisfied; and in area C 
(hyperactivity), two out of five criteria had to be present 
for a diagnosis of ADD/H to be made. The criteria for a 
diagnosis of ADD/-H were exactly the same, but the 
individual did not have to satisfy the criteria for C, 
hyperactivity. In addition to meeting the behavioral 
criteria above, three other diagnostic criteria had to be 
met: D, early onset (onset before the age of seven) E, 
chronicity (duration of at least six months), and F, an 
exclusionary criterion (symptoms not due to Schizophrenia, 
Affective Disorder, or Severe or Profound Mental 
Retardation). 
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The DSM-III (APA, 1980) and the DSM-III-R (APA, 1985) 
are similar in that they specify a specific number of 
symptoms that need to be present for a diagnosis of ADHD; 
however, the DSM-III-R (see Appendix B) allows any 
combination of eight of the fourteen listed symptoms, and 
does not require that behavioral symptoms fall into the 
three classic areas of inattention, impulsivity, and 
hyperactivity. The DSM-III-R also does not make any 
distinction as to whether hyperactivity is present or not. 
Instead, a new diagnostic entity titled Undifferentiated 
Attention-deficit Disorder (314.00) was created to take the 
place of ADD/-H. In addition, the DSM-III-R calls for more 
research to validate whether Undifferentiated Attention-
deficit Disorder is a true diagnostic category. The DSM-
III-R also stresses that for a diagnosis of ADHD to be 
given, the behavioral symptoms must be chronic (duration at 
least six months), have an early onset (before age seven), 
and the disorder does not meet criteria for Pervasive 
Developmental disorder, Mental retardation, or Mood 
disorders. 
CURRENT DEFINITIONS OF ADHD 
Although numerous definitions of ADHD have been put 
forth based on the criteria mentioned in the previous 
section, most of the definitions have central to their 
description symptoms of chronic hyperactivity, marked 
distractibility, short attention span, emotional lability 
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and impulsiveness. For example, Whalen and Henker (1980 p. 
56) define hyperactivity as follows: 
"'Hyperactivity' refers to a child's frequent failure 
to comply in an age-appropriate fashion with 
situational demands for restrained activity, sustained 
attention, resistance to distracting influences, and 
inhibition of impulsive response." 
Barkley (1990 p. 71) has written: 
"ADHD consists of developmental deficiencies in the 
regulation and maintenance of behavior by rules and 
consequences. These deficiencies give rise to problems 
with inhibiting, or sustaining responses to tasks or 
stimuli, and adhering to rules or instructions, 
particularly in situations where consequences for such 
behavior are delayed, weak, or nonexistent. The 
deficiencies are evident in early childhood and are 
probably chronic in nature. Although they may improve 
with neurological maturation, the deficits persist in 
comparison to same-age normal children, whose 
performance in these areas also improves with 
development." 
In addition to the primary symptoms already discussed, many 
researchers are identifying secondary symptoms such as the 
presence of significantly more personality and emotional 
problems than normal children as measured by child behavior 
rating scales (Befera and Barkley, 1985), deficits in 
academic performance despite normal to above normal 
intelligence (Bohline, 1985) , and difficulties in social 
interactions, particularly with peers (Grenell, Lass and 
Katz, 1987) . These secondary symptoms, labeled "resultant 
symptoms," are thought a consequence of the ADHD child's 
abnormal interactions with his/her peers and overall social 
environment (Ross and Ross, 1982). 
CHAPTER TWO 
OVERVIEW OF CURRENT RESEARCH 
A pertinent question is why this disorder has been the 
recipient of such widespread research, specifically in the 
past twelve years. One reason is that ADHD is the most 
prevalent single condition referred to child psychiatry 
clinics (Safer and Allen, 1976), indicating the alarming 
prevalence of the disorder. Estimates of the prevalence 
range from two to twenty percent of elementary age children 
(Kaplan & Sadock, 1988), with boys showing a prevalence rate 
six to nine times higher in clinic samples, and three times 
higher in community samples (American Psychiatric 
Association, 1987) . More conservative estimates of the 
prevalence of ADHD range between three and five percent 
(American Psychiatric Association, 1987). In contrast the 
rates for girls seem to remain slightly more consistent 
across studies, averaging 3.3% in a community sample 
(Szatmari, Offord, and Boyle, 1989). In general boys have 
an incidence rate compared to girls ranging from 3:1 to 9:1 
in favor of males. This large discrepancy in the estimated 
prevalence rate is indicative of the problems with defining 
ADHD, differences in the geographic locale of each survey, 
and the amount of agreement required between parents and 
teachers on rating scales before a diagnosis of ADHD is made 
(Barkley, 1990); nevertheless, statistically, every 
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elementary age classroom with at least 20 children is almost 
certain to have at least one ADHD child, and possibly up to 
four or more depending on the size of the classroom and 
geographical location. 
Another reason ADHD has received a considerable amount 
of attention in the research literature is the strong 
societal concern with medicating children for behavioral 
problems, and a reaction to the use of medication for ADHD 
which became widespread in the 1970's. However, despite 
this concern, more children receive medication (primarily 
Ritalin) for ADHD than for any other childhood psychiatric 
disorder (Barkley, 1990), and it is estimated that 600,000, 
or one to two percent of all school aged children, receive 
such medications for behavioral problems each year (Safer & 
Krager, 1983) . Perhaps more alarming is the lack of 
monitoring these ADHD children generally receive once placed 
on medication. Solomons (1973) found that only 55% of ADHD 
children receiving stimulants were "adequately" monitored, 
defined as at least two phone calls between physician and 
parent in a six month period. 
Another area of concern is dosage level of these 
medications. Sprague and Sleator (1977) demonstrated that 
at the dosage level where teachers' ratings indicate 
behavioral improvement (lmg/kg) in ADHD children (measured 
by Conners' Teacher's Behavior Check List), the children 
were already three times past their optimal dose (.3/kg) for 
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learning, and learning actually deteriorated to levels equal 
to or even below those obtained at placebo levels. 
Furthermore, in a review of seven studies of 337 hyperactive 
children taking methylphenidate (Ritalin), Millichap (1973) 
found that the average dosage ranged from 5 to 200 mg daily, 
in contrast to the average optimum dose cited in the 
literature of 2.Omg/kg (White, 1976). Thus it appears that 
the children's dosage levels may be titrated more for 
behavioral control and teacher convenience than for 
learning. 
In addition to the dosage concerns, parents and 
researchers are also concerned with the fact that no study 
to date has documented any long-term improvements in ADHD 
resulting from the administration of psychostimulants; 
conversely, long term follow-up studies of ADHD children 
have shown the persistence and/or recurrence of social and 
academic difficulties in adolescence and adulthood (Weiss & 
Hechtman, 1986) . Researchers have also been concerned about 
the effect medications for behavioral control may have on 
the learning process in general, since some studies suggest 
that state-dependent learning may take place while the child 
is on the medication (Swanson and Kinsbourne, 1976) . Thus, 
despite the supposed value of medicating ADHD children to 
improve learning, there remains much controversy, and 
Barkley (1990) warns against parents, teachers, and doctors 
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using psychostimulants as a panacea for ADHD children's 
problems. 
A third reason ADHD has received a large amount of 
researchers' attention in the last twelve years is the 
finding that ADHD does not subside in adolescence, as once 
believed; the disorder appears to continue into adulthood, 
manifesting many of the same symptoms and resulting in 
similar problems as experienced in childhood (Weiss & 
Hechtman, 1986) . For example, in a retrospective study, 
Mendelson, Johnson and Stewart (1971) interviewed 83 mothers 
of ADHD adolescents (mean age 13.4) using a structured 
interview. The results indicated that 70-80% of the 
children were still having problems of restlessness and 
distractibility, and 26% had extensive histories of 
antisocial behavior. In a later study Stewart, Mendelson, 
and Johnson (1973) interviewed ADHD adolescents themselves 
and found that more than 50% reported being restless, 
irritable, impulsive, impatient, and found it difficult to 
study; furthermore, 40% of the ADHD adolescents reported 
engaging in numerous antisocial behaviors. 
In one of the first longitudinal studies of ADHD 
children, Weiss and coworkers (1971) followed 91 subjects 
into adolescence (mean age 13.4) and found that although the 
classic ADHD symptoms of hyperactivity, inattention, 
distractibility, and aggression had diminished, the children 
still scored higher on these symptoms than matched controls. 
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In addition, Weiss comments that the ADHD adolescents were 
immature and had difficulty establishing and maintaining 
goals for themselves; moreover, they continued to be 
impulsive on cognitive tasks and showed no improvement on 
tests of intelligence. 
The prognosis for ADHD adults appears to be no better 
than it is for ADHD adolescents. For example, Borland and 
Heckman (1976), in a retrospective study of 20 men whose 
medical records conformed to the hyperactive child syndrome 
(mean age 30), found that although the majority of the men 
were steadily employed, 50% continued to show symptoms of 
the hyperactive syndrome. In addition, the ADHD men had not 
attained as high a level of socioeconomic status as their 
non-ADHD brothers, who served as controls; the authors 
report that 20% of the ADHD men were antisocial. At the ten 
year follow-up of their longitudinal study, Weiss & Hechtman 
(19 86) found that in general: 
"The subjects could be divided into three groups. 
First are those who had in terms of their functioning 
outgrown the symptoms of the syndrome... Second is a 
group (about 50% or more of the total) who continue to 
have significant problems of the original syndrome, 
particularly problems of impulsivity and hyperactivity. 
These continuing problems interfere to varying degrees 
with their work and interpersonal functioning and are 
associated with low self-esteem and various psychiatric 
symptoms of anxiety. The third group is small and is 
made up of hyperactive adults who have severe 
psychopathology (borderline personality disorders) or 
are chronic severe offenders of the law." 
At the fifteen year follow up in their longitudinal 
study, Weiss et al1s results remained consistent, with 66% 
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of the subjects still having mild to severe disabling 
symptoms of the syndrome, as well as other symptoms of 
psychopathology; furthermore, 23% of their subjects met the 
DSM-III criteria for Antisocial Personality Disorder. In 
addition, the ADHD adults were doing less well than controls 
on many measures that may be tapping "resultant symptoms." 
For example ADHD adults had attained less formal education 
(only 5% graduated from college compared to 41% of the 
control group), had more sexual problems (20%), more phobic 
anxiety as measured on the SCL-90R, attained lower GAS 
scores, and made more suicide attempts (10%) and completions 
(5%) than did controls. 
Thus, several factors including prevalence, concerns 
about medicating children, and prognosis into adulthood, 
have been cited as reasons why ADHD has received such 
widespread research in the past twelve years. However, what 
remains an enigma to researchers and clinicians alike is the 
etiology of ADHD. As a result, much effort has been put 
forth in this area of the literature. What follows is a 
brief review of the extensive body of research attempting to 
elucidate the elusive etiology of ADHD. 
CHAPTER THREE 
POSSIBLE ETIOLOGIES OF ADHD 
The research on etiologies of ADHD studies four broad 
categories of possible causal variables: neurological 
factors, environmental toxins, genetic factors, and 
psychosocial factors. Each of these areas will be 
discussed; however two points need to be kept in mind while 
examining etiological factors. First, this research is 
correlational in nature, thus not permitting any direct 
inference of causality. Secondly, the leading experts in 
this field have come to the conclusion that it is probable 
that multiple causal factors, rather than any one single 
factor, may lead to ADHD (Barkley, 1990). More discussion 
on this point will follow in a later section. 
NEUROLOGICAL FACTORS 
As already discussed, one of the first theories of 
etiology for ADHD involved brain damage. This was thought 
to be brought on by trauma, brain infections, or possible 
injuries received during pregnancy or delivery. In 
addition, studies examining the effects of hypoxic/anoxic 
insults to the brain have reported higher levels of 
attention deficits and hyperactivity in these children 
(Cruikshank, Eliason, and Merrifield, 1988). The problem 
with this theory is that relatively few ADHD children 
actually have documented histories of brain injuries; thus, 
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it is unlikely to account for the majority of children with 
ADHD. 
A second neurological theory of etiology involves 
delayed brain maturation (Kinsbourne, 1977). This theory 
has some appeal because it accounts for the behavioral 
characteristics of the disorder (inattention, impulsivity 
and poor self - regulation) and the findings in some 
neurological examinations of ADHD children that seem to 
represent a maturational delay in the brain. Further 
support for a maturational lag comes from the fact that some 
studies have shown more neurological soft signs in ADHD 
children (Ferguson and Rapoport, 1983). However, many other 
studies have failed to demonstrate that ADHD children have 
more soft signs than normal children (Adams, Kocsis, and 
Estes, 1974). This lack of consistency in the research on 
soft signs has lead Ferguson & Rapoport (1983) to conclude 
that the association between soft signs and ADHD is "weak 
and nonspecific," while the lack of direct neurological 
evidence has lead Barkley (1990) to conclude that a theory 
of delayed brain maturation is only conjectural. 
A third area of support for a neurological etiology of 
ADHD comes from studies of neurotransmitters in the brain. 
Two classes of neurotransmitters, catecholamines and 
monoamines, have received the most research in ADHD 
children; however cerebral spinal fluid tests, and to a 
lesser degree tests examining urinary metabolites and blood, 
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provide the most support for a catecholamine hypothesis of 
ADHD. Specifically, the catecholamine hypothesis states 
that ADHD children have lower levels of the neurotransmitter 
dopamine (DA). Support for this hypothesis comes from the 
favorable response ADHD children have to methylphenidate 
(Ritalin), which is believed to stimulate the "impulse-
mediated" release of DA (Clemens & Fuller, 1979). This 
"impulse-mediated" release of DA appears to increase the 
volitional control of the child when he/she desires to 
attend to a task or situation. In addition, some studies 
have demonstrated, however inconsistently, that ADHD 
children show deficits on neuropsychological tests of 
frontal lobe functions (Conners & Wells, 1986). The frontal 
lobes are 
"known to underlie aspects of response inhibition, 
inattention, and incentive learning or sensitivity to 
reinforcement. They are also some of the most 
dopamine - rich areas of the human brain, and so a 
hypothesis of selective dopamine depletion would be 
consistent with these other findings" (Barkley, 1990 
p.98) . 
Perhaps more appealing in this line of research is that the 
behavioral observations of ADHD children appear to coincide 
with the above research findings of frontal lobe functions; 
however, although selective evidence supports the hypothesis 
of diminished availability of dopamine, it remains 
inconclusive at this time. 
A fourth type of research examining possible 
neurological etiologies of ADHD consists of 
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psychophysiological studies. These studies examine the 
arousal patterns, via electroencephalograms (EEG), galvanic 
skin response (GSR) and averaged evoked responses (AERs), of 
ADHD children compared with those of controls. The belief 
is that: 
"the motor restlessness, attention problems, and other 
performance deficits shown by these children all are 
amenable to explanations involving hypothetical central 
nervous system arousal systems" (Ferguson & Rapoport, 
1983 p.376). 
To date, researchers have studied the arousal patterns of 
ADHD children from two vantage points. The first hypothesis 
is that ADHD may result from overarousal, caused either by 
the excitatory system or by an underarousal of the 
inhibitory system. The second hypothesis is that there is 
an underarousal in the excitatory process that may be 
affecting those areas again which are responsible for 
attention, etc. The latter two hypotheses have been 
especially attractive to researchers because of the supposed 
"paradoxical" effect methylphenidate has on the system of 
ADHD children. However, the findings of these 
psychophysiological studies have been contradictory (Conners 
& Wells, 1986), with the majority using too small a sample 
size for any significant findings, not utilizing control 
groups, and providing poor definitions of the criterion 
groups (Barkley, 1990). Thus, little can be drawn from the 
findings of these studies. What can be stated is that there 
appears to be sufficient evidence to suggest that there is 
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no general pattern of underarousal in ADHD children, but 
there are some tentative findings that ADHD children may 
have a type of underarousal to certain types of stimulation 
(Barkley, 1990). One final point of interest is that 
researchers in this area have come to deny the diagnostic 
utility of stimulant drug response in children, due to the 
similar behavioral and physiological responses of normal 
children upon administration of the stimulants (Ferguson & 
Rapoport, 1983) . 
The last line of research to be examined which has 
attempted to tie the etiology of ADHD to neurological 
factors involves the study of birth complications. Pre- and 
perinatal factors such as low birth weight, prolonged labor, 
fetal distress, and toxemia, to name just a few, have all 
been implicated at one time or another in the etiology of 
ADHD. Most studies, however, have failed to tie these 
complications to ADHD. In fact, some of the larger studies 
such as the Kauai study (Werner, Bierman & French, Simonian, 
Connor Smith and Campbell, 1971), which followed over 1000 
pregnancies for almost two decades, found no correlation 
between birth complications and childhood disorders when 
only pre- and perinatal factors were used in the statistical 
analysis. The only exception to this was for those children 
with severe mental handicaps such as retardation or with 
physical handicaps. 
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Briefly summarizing the research in the area of 
neurological etiologies of ADHD, Barkley (199 0, p.97) 
states: 
"..reviews of the evidence suggest that fewer than five 
percent of ADHD children have hard neurological 
findings indicative of actual brain damage (Ferguson & 
Rapoport, 1983). Thus, while certain types of trauma, 
infection, or disease of the central brain may give 
rise to ADHD, these causes account for a very small 
minority of the population of ADHD children." 
Thus researchers and clinicians have looked in other areas 
for the possible causes that may account for the high 
prevalence of this disorder. Due in part to the conflicting 
data from neurological studies and as part of a reaction 
against medicating ADHD children, researchers began looking 
at possible environmental toxins which might be implicated 
in the etiology of ADHD. What follows is a review of some 
of the more prominent environmental toxin theories. 
ENVIRONMENTAL TOXINS 
Some of the first theories in this area to gain popular 
press were theories implicating food additives and refined 
sugar as causes of ADHD. Feingold (1975) proposed that the 
ingestion of food additives such as artificial flavors and 
colors, as well as naturally occurring salicylates in foods, 
resulted in hyperactivity and possible learning disabilities 
in children. In the same year Smith (1975) proposed that it 
was the ingestion of refined sugar, rather that artificial 
food additives, that resulted in hyperactivity. 
Unfortunately the popular press has reported on these 
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theories with such frequency that they seem scientifically 
documented in the public's mind. However, no scientific 
study supports their claims. 
A second area of environmental toxins that has been 
proposed to cause ADHD, one that has been tentatively 
researched, is that of elevated blood-lead levels in 
children (David, Hoffman & Clark, 1977). Some animal 
studies have attempted to duplicate the effects the lead may 
have on children by exposing mice to chronic low levels of 
lead during early development (Silbergeld & Goldberg, 1974) . 
The results proved interesting, demonstrating what could be 
considered an animal model of hyperactivity; however, more 
sophisticated studies have found low correlations (.10 to 
.19) between blood lead and hyperactivity in humans 
(Thomson, Raab, Hepburn, Hunter, Fulten, & Laxen, 1989). 
The third type of environmental toxin that has been 
researched for possible etiologies of ADHD consists of fetal 
teratogens that are voluntarily ingested by the mother. Two 
teratogens in particular have been the subject of 
considerable research, alcohol and components of cigarette 
smoke. More recently, research has focused on babies who 
are born addicted to cocaine ("crack babies"). Research 
indicates that children born to alcoholic mothers are more 
likely to display behavioral problems, including 
hyperactivity (Bennett, Wolin, & Reiss, 1988); furthermore, 
the amount of maternal alcohol consumption seems to be 
Social Factors in ADHD families Page 19 
directly tied with the severity of the hyperactivity at age 
4 (Streissguth, Martin, Barr, Sandman, Kirchner & Darby, 
19 84) . Results of the research on cigarette smoking are 
surprisingly similar to those regarding maternal alcohol 
consumption. Research indicates that more mothers of ADHD 
children smoked during their pregnancies than did mothers of 
normal children (Streissguth et al., 1984). In addition, 
longitudinal studies also reveal that the degree of maternal 
cigarette smoking was directly tied with the degree of 
inattention and hyperactivity in the children (Streissguth 
et al., 1984); furthermore, studies suggest that the fathers 
of these children also smoked more during the pregnancies. 
Thus it may be the combination of ambient cigarette smoke 
and direct smoke from the mother that correlates with ADHD 
in children. 
The problem with both these research areas is that the 
studies are correlational in nature; thus one cannot infer a 
cause effect relationship or determine the direction of the 
effects. For example, because of the likely genetic link in 
ADHD (this will be discussed more fully in the next 
section), it may be that ADHD adolescents who later become 
parents of ADHD children are genetically more prone to smoke 
and drink than normal adolescents. Thus, smoking may or may 
not be associated with the etiology of ADHD per se; rather 
it may be another resultant symptom of having a 
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predisposition to the disorder, or of a separate and 
unrelated inherited trait. 
GENETIC FACTORS 
It has long been believed by the general public that 
ADHD is passed down genetically through the family, 
particularly from father to son; early research seemed to 
support this notion. However, much of the research on the 
genetic transmission of ADHD is rather disappointing. Many 
of the studies have been so flawed methodologically that no 
conclusions can be drawn from them. Nevertheless, research 
to date will be briefly reviewed, and tentative conclusions 
will be drawn. Thus far research on the possible genetic 
transmission of ADHD has mainly focused on family and twin 
studies, with early family studies pointing to a higher 
prevalence of psychopathology in the parents of ADHD 
children than parents of normal children (Cantwell, 1975; 
Morrison & Stewart, 1971). Specifically, these studies 
found a higher prevalence of depression, alcoholism, conduct 
problems, and hyperactivity in the biological relatives of 
the ADHD children; however, these results have been 
disputed. Stewart, de Blois, & Cunningham (1980), in 
their review of genetic studies, point out three limitations 
which hinder the conclusions that can be drawn from them. 
The first limitation is that the studies used normal 
controls rather than controls who were attending a 
psychiatric clinic for reasons other than hyperactivity. 
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Thus, one does not know if the higher rates of 
psychopathology are present in parents of children who are 
not ADHD, but require other psychiatric services. The 
second limitation, suggested by Stewart et al. (1980), is 
that in these studies "hyperactivity" was very broadly 
defined; consequently children in these studies more than 
likely showed comorbidity with other childhood psychiatric 
disorders, such as Conduct Disorder and Oppositional Defiant 
Disorder. Thus the adult disorders found to be associated 
with ADHD may in fact be associated with these comorbid 
conditions, and not related directly to ADHD. Finally, in 
many of these studies the raters were not blind as to the 
subjects' status (i.e., ADHD or control). Thus Stewart et 
al. (1980) point out that there is a high likelihood of 
rater bias which would bring the validity of the studies 
into question. 
In the search for possible genetic transmission of 
ADHD, researchers have also utilized twin studies. In early 
twin studies, the rate of concordance for over-activity and 
inattention, but not ADHD measured directly, was shown to be 
higher for identical than for fraternal twins (willerman, 
1973) . Some later research directly studying the genetic 
transmission of ADHD found perfect concordance for 
hyperactivity among monozygotic twins (Heffron, Martin & 
Welsh, 1984; Cunningham & Barkley, 1978). In a recent study 
Goodman and Stevenson (19 89) .found the concordance rate for 
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ADHD to be 51% in monozygotic twins and 33% among dizygotic 
twins, in a sample of 127 monozygotic and 111 dizygotic 
twins. The authors conclude that the heritability of ADHD 
is somewhere between 30% and 50% and suggest that genetic 
factors play a significant role in the etiology of this 
disorder. In addition, Goodman and Stevenson (1989) report 
that environmental factors accounted for between 0% to 30% 
of the variance in their analysis. At this time it seems 
fairly conclusive that there is a genetic factor involved in 
ADHD. What is not known is the actual process of the 
transmission, what factors may influence it, and whether an 
interactive diathesis - stress model such as the one suggested 
for schizophrenia is applicable with ADHD. 
PSYCHOSOCIAL FACTORS 
Researchers have approached the etiological role of 
psychosocial factors from two distinct vantage points. The 
first has examined a possible psychogenic link between the 
psychiatric status of the parents and the symptoms, 
prognosis, and expected response to chemotherapy displayed 
by ADHD children. The second approach has examined how 
specific social indexes (e.g., early care-giver 
relationship, father's work experience etc.) correlate with 
the symptoms displayed by ADHD children. In this section 
both types of research will be reviewed, focusing on those 
studies that attempted to describe possible etiological 
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factors involved in the development and/or maintenance of 
ADHD. 
PARENTAL PSYCHIATRIC STATUS OF ADHD CHILDREN 
As noted above, for 20 years researchers have 
demonstrated that the parents of ADHD children have a higher 
incidence of psychiatric problems than parents of normal 
children. For example, Morrison and Stewart (1971) 
interviewed 59 parents of ADHD children and 41 parents of 
control children. Their results showed a high prevalence of 
alcoholism, sociopathy, and hysteria in mothers and fathers 
of hyperactive children. They also found that significantly 
more parents of ADHD children described themselves as having 
been hyperactive as a child. Cantwell (1972) gave a 
systematic interview to 50 parents of ADHD children and 50 
matched controls. He found the parents of the ADHD children 
to have higher prevalence rates of alcoholism, sociopathy, 
and hysteria, but not affective disorders. In addition, ten 
percent of the ADHD parents were thought to have been 
hyperactive themselves as children. Furthermore, within this 
ten percent, all were reported to be psychiatrically ill 
with sociopathy, alcoholism, or hysteria. Cantwell 
concluded that ADHD was genetically passed down from 
generation to generation and may be a precursor of certain 
types of adult psychiatric disorders. 
The belief that ADHD is associated with increased 
parental psychopathology seemed to also be supported by 
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another study by Morrison and Stewart (1973) . These 
researchers interviewed the legal parents of 35 adopted ADHD 
children. The children in this study had minimal contact 
with their biological parents, the majority having been 
placed for adoption while being cared for in the hospital 
nursery. Morrison and Stewart reported that the high 
incidence of alcoholism, sociopathy, and hysteria that they 
had previously found in the biological parents of ADHD 
children was not found in the adopting parents. This was 
taken as support for a genetic transmission of ADHD, and 
subsequent disorders (alcoholism, hysteria, etc.). 
Thus, the belief that parents of ADHD children are more 
psychiatrically disturbed became entrenched, despite the 
warnings of Stewart et al. (1980) that the previous studies 
examining the psychiatric status of ADHD parents were 
methodologically flawed. As previously stated, Stewart et 
al. pointed out the early studies used normal controls, used 
poor definitions of ADHD and diagnoses of ADHD, and used 
raters who were not blind to the status of the groups. 
Perhaps in reaction to this critique, August and Stewart 
(19 83) examined the records of 72, 5-13 year old ADHD males 
and divided them into two groups on the basis of family 
history depending on whether one or more of the biological 
parents had a diagnosis in the antisocial spectrum (FH+), or 
not (FH-). They found that the children in each group were 
equally diagnosable for ADHD by the prevalence of ADHD 
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symptomatology (e.g., inattention, impulsivity); however, 
the children with FH+ parents were more deviant on scales of 
conduct disorder and had siblings who also had a high 
prevalence of conduct disorder. The FH- subjects and their 
siblings, however, showed little evidence of conduct 
problems, but rather had more academic and learning 
problems. Hence, August and Stewart (19 83) concluded that 
perhaps the greater incidence of antisocial behavior and 
alcoholism seen in earlier studies in the first-degree 
relatives of ADHD children were actually being seen in the 
first-degree relatives of ADHD children who were comorbid 
with conduct disorder (CD) problems. 
This finding has been further supported by two more 
recent studies-. Biederman, Munir, & Knee (1987) found that 
46% of the first-degree relatives of ADHD children who were 
comorbid with either Oppositional Defiant Disorder (ODD), or 
CD, also had diagnoses of ADHD, CD, or Antisocial 
Personality Disorder, while only 13% of the first-degree 
relatives of pure ADHD children showed such signs. In an 
even more compelling study, Lahey, Piacentini, McBurnett, 
Stone, Hartdagen & Hynd (19 88) demonstrated the relationship 
between comorbid conditions in ADHD and parental psychiatric 
disorders (see table 1 & 2). As seen from the tables, the 
mothers of CD+ADD/H children were more likely to have 
affective disorders than were the mothers of ADD/H children. 
In addition, the mothers of CD+ADD/H were also likely to be 
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diagnosed as Antisocial Personality Disorder than were the 
ADD/H mothers. 
Table #1 
CD CD+ADD/H ADD/H Control X2 for 
Mother's diagnosis (%) {n=14) (n=23) (n=lfl) (n=30) CD effect p 
Major Depression 50. 0 30, .43 22. ,2 16. 7 3. 86 .05 
Dysthymia 21, .4 26. 1 11. . 1 3. 3 5. 63 . 05 
Manic Episodes 7. . 1 0. . 0 0. 0 3. 3 0 . 04 NS 
Generalised Anxiety 28. 6 13, .0 16. 7 6. 7 1. 36 NS 
Obsessive-Compulsive 14, .3 0, .0 0. 0 0. 0 2, .73 NS 
Somatization 7. .1 4. 3 0. , 0 0. , 0 2. 73 NS 
Antisocial Personality 7. . 1 8. 7 0. 0 0 . 0 4. 03 .05 
Alcohol Abuse 7, .1 4. 4 5, .6 0. 0 0 -68 NS 
Drug Abuse 14, .3 4 . 4 5. 6 0 . 0 1, .70 NS 
History of fighting 14. 3 30. 4 0. .0 0. .0 13. . 06 .001 
Arrested 7, . 1 27. 3 0 , . 0 0. 0 10. 48 .001 
Prison sentence 7. , 1 21. 7 0. .0 0. . 0 8. . 37 . 005 
Note. From "Psychcpathology in the Parents of Children with Conduct Disorder and Hyperactivity" by 
B.B. Lahey, J. C. Piacentini. K. McBurnett, P- Stone, S. Hartdagen, and G. Hynd, 1988, Journal of 
the American Academy of Child and Adolescent Psychiatry, 27, 163 170. 
Table #2 
CD CD+ADD/H ADD/H Control X1 fcr 
Father's diagnosis (%) (n=14) (n=21) (n-18) (n-30) CD effect p 
Major Depression 16. 7 4. .8 11. . 1 16. 7 .55 NS 
Dysthymia 8. ,3 0. . 0 0 . 0 20. 0 .22 NS 
Manic Episodes 0. 0 0. . 0 5. 6 10. 0 2. 90 NS 
Somatization 0. .0 0. 0 0. 0 0. .0 -
Antisocial Personality 38, .5 52. 4 5. 6 16. 7 12, . 11 .001 
Alcohol Abuse 15. 4 28, .6 5, .6 10. 0 3, .68 .05 
Drug Abuse 15. 4 23, .8 11. 8 6. 7 5, .49 .05 
History of fighting 14. 3 57. . 1 11. 8 17, .2 6 .36 .01 
Arrested 14. 3 72, .7 16. 7 24, . 1 7. 52 .01 
Prison sentence 7 .7 50. 0 11. 1 17, .2 4. 24 .05 
Note. From "Psychopathology in the Parents of Children with Conduct Disorder and Hyperactivity" by 
B.B. Lahey, J. c. Piacentini, K. McBurnett, P- Stone, S. Hartdagen, and G. Hynd, 1988, Journal of 
the American Academy of Child and Adolescent Psychiatry, 27, 163 170. 
Furthermore, the mothers of both the CD and the CD+ADD/H 
children were more likely to be diagnosed as Alcoholic or 
Drug dependent, more likely to have been arrested and to 
have spent time in prison than the mothers of ADD/H 
children; also, as can be seen from table #1, it appears 
that the combination of CD+ADD/H is more predictive of 
parental problems than even CD alone. 
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The results for the fathers' diagnoses (see table #2) 
are similar to those for the mothers. As can be seen, the 
fathers of CD and CD+ADD/H children are much more likely to 
be diagnosed with Antisocial Personality Disorder. In 
addition, they are more likely to be Alcoholic and/or Drug 
dependent than the fathers of ADD/H children, and to have a 
much higher prevalence of fighting, being arrested, and 
having a prison sentence than either the fathers of CD or 
ADD/H children. As one might suspect from examining the 
results, Lahey , Piacentini, et al., (1988) did not use a 
normal control group in their research. Rather, they 
utilized a clinic control group, and consequently even some 
of the control group's fathers outscored the ADD/H 
children's fathers on such items as being arrested and being 
sentenced to prison. 
Looking at these studies as a group, it appears that a 
relationship exists between the amount of aggressiveness and 
defiant behavior (i.e., as reflected in a diagnosis of CD 
and ODD) in the children and degree of parental psychiatric 
problems. Thus, ADHD children who are not comorbid with ODD 
or CD are likely to have a considerably lower incidence of 
psychiatric disorders in their families than are children 
with ADHD plus a comorbid condition of either ODD or CD. 
This seems to suggest that some factor involving 
externalizing behaviors (i.e, aggressiveness) may be more 
predictive of both parental psychiatric status and possibly 
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prognosis for these ADHD children who are comorbid. This 
point will be discussed in greater length in a subsequent 
section. 
The change of thought that came about when the 
preceding research was published prompted a response by 
researchers to look in other areas for social factors that 
may be involved in the etiology of ADHD. Atkins (1985) 
called for an examination of the "global aspects" of the 
children's environments and the level of functioning of the 
people around them. This exhortation to start collecting 
data on social factors in the lives of ADHD children has 
produced diverse methodologies and varying results as 
researchers have examined different areas. For example, 
researchers have studied parental management of the 
children, marital relationships, the emotional climate of 
the home, stress and self-esteem levels in the mothers, 
maternal depression, early relationships, and situational 
variables, to name only a few variables. Each of these 
areas will be discussed in the next section. 
PARENTAL MANAGEMENT 
One of the first social factors to be looked at was the 
parental management of ADHD children. This may have been, 
in part, due to the unfortunate assumption by the lay public 
(including the relatives and friends of these families) that 
what these children needed was more discipline from their 
parents. The belief was that if the parents only knew how 
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to keep their children in control there would not be a 
problem. In contrast to this anecdotal belief, Battle and 
Lacey (1972) found that mothers of over-active boys were 
more disapproving, critical, and were more severe in their 
use of punishment; also, these mothers showed less 
affection, but were more protective of their child's safety. 
The boys themselves were described as active, uninhibited, 
uncontrolled, and sought out more adult attention than 
controls. However, the over-active boys were also much less 
compliant than the controls. In a later study, Buss (1981) 
found that families with overly active children had more 
strife, competition, impatience, power struggles, and 
hostility in their interactions than did families with 
normal children. 
One major criticism of both of the preceding studies is 
that neither study used clinically diagnosed ADHD children. 
Hence, although one may draw some broad conclusions about 
families with over active children, one is not able to draw 
conclusions about the family interactions of specifically 
ADHD children. The credit for first studying the parent-
child interaction between clinically diagnosed ADHD children 
usually goes to Susan Campbell (1973, 1975). In her first 
study, Campbell found that in a laboratory setting mothers 
of ADHD children provided more direct help, suggestions for 
impulse control, and encouragement for difficult tasks than 
did the mothers of her controls. In her second study, 
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Campbell found that the mothers of ADHD boys gave more 
nonspecific suggestions, disapproval, encouragement, and 
impulse control suggestions. The ADHD boys in Campbell's 
studies requested more feedback, and made more comments on 
their performance that did the boys in the other groups she 
tested, including learning disabled subjects. 
In an effort to determine how symptoms of ADHD affect 
or possibly result from the interaction between mother and 
child, Cunningham & Barkley (1979) evaluated a number of 
child characteristics and mother-child interactions. They 
found that hyperactive children were less compliant, more 
off task and negative, and less able to follow directions 
given to them by their mothers than were controls. 
Presumably in response, the mothers were more commanding and 
negative, and were less responsive to both positive and 
neutral communications from their children than were 
controls. 
Further research has been done on variables such as the 
age and gender of ADHD children as they relate to mother-
child interactions. For example, studies have shown that 
interactional conflicts between the mother and child are 
partly a function of the child's age (Barkley, 1990); 
Barkley, Karlsson, & Pollard (1985) demonstrated that 
mothers with younger ADHD children have far more conflicts 
with their children than mothers with older ADHD children. 
In addition, Befera & Barkley (1985) demonstrated that 
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gender had little effect on the conflict level of mother-
child interactions of ADHD children; however, both the ADHD 
boys and girls differed significantly from normal boys and 
girls in their interactions in this study. 
Another variable that has been examined is the setting 
of the interaction. In her studies Campbell (1973, 1975) 
demonstrated that the setting for the interactions between 
mother and ADHD child significantly influenced the amount of 
conflict between them; consequently, the more demand for on-
task behavior (i.e., difficulty level), the more conflict 
becomes apparent between mother and child. In free play 
settings, where little demand is placed on the ADHD child, 
conflict between mother and child is reduced greatly. 
To summarize these early studies on the mother-child 
interaction of over-active and ADHD children, the research 
suggests that these children are treated with 
"greater supervision, structure, disapproval, and 
assistance from their mothers in accomplishing assigned 
tasks than are normal children. Children diagnosed as 
hyperactive are also likely to have interactions with 
their mothers more frequently, to request more help, 
and to receive more encouragement than nonhyperactive 
children" (Barkley, 19 85). 
One question that has not been answered by these 
preceding studies is the direction of influence and the 
source of these interactional conflicts. Is it that the 
overly critical, disapproving mothers of ADHD children help 
to maintain, or possibly develop the disorder in their 
children, or is it that the severe symptoms of the ADHD 
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children, such as the impulsivity, inattention and 
hyperactivity, bring out these behaviors in their mothers 
and others who have to deal with them on a regular basis? 
In other words, what is the direction of effect in the 
mother-child interactions, and in the development of a 
conflictual family environment? 
DIRECTION OF EFFECT 
In an attempt to tease out the direction of this 
interactional effect, Cunningham & Barkley (1978) studied 
the effects of methylphenidate on a pair of identical 
hyperactive twins. The study consisted of rating the 
mother-child interactions in a structured activity utilizing 
three different conditions: medication, no-medication, and 
placebo. The two children were recorded separately in three 
separate activities: solitary play, interaction, and a 
structured task. The results indicate that in the 
medication trials, the boys' compliance with mother's 
instructions was greatly improved. This seemed to lead to 
the decline of the mothers commands, and an increase in 
encouragement during a play task. In addition, the mother 
was more responsive to the children's interactions, and 
became more rewarding while the child was on the medication 
than on a placebo. Thus the mother's behavior changed 
toward being more positive overall when her child was placed 
on medication. Cunningham & Barkley take these results as 
evidence for the direction of effect to be from child to 
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parent, and discuss these findings in terms of a tight 
reciprocal feedback system between child and mother. 
The direction of effect from child to "other" seems to 
be supported by a variety of other studies examining this 
relationship. For example, studies have shown that ADHD 
children quickly elicit similar negative responses and 
controlling behavior from teachers and peers outside their 
homes; moreover, Whalen, Henker, & Dotemoto (1980) 
demonstrated that these relationships can be altered in the 
same manner as occurred in the Cunningham & Barkley (1978) 
study by utilizing medication with these children. These 
facts do not rule out the possibility that peoples' 
(particularly parents and teachers) reactions to these 
children may exacerbate the symptoms of the disorder and 
subsequently the interactional conflicts; however, they do 
seem to indicate, at least at the present time, that the 
direction of effect is from child to "other." Thus, it 
appears that the parents, teachers, etc. are not the primary 
cause of the conflict per se, but are actively participating 
with and responding to the ADHD child. 
STRESS AND SELF-ESTEEM: POSSIBLE PREDICTORS OF MARITAL 
RELATIONSHIPS AND EMOTIONAL CLIMATE OF THE HOME 
In the area of stress and self-esteem studies have 
examined whether parents of ADHD children have higher levels 
of stress, lower self-esteem, and more marital problems 
(Weiss & Hechtman, 1986; Befera & Barkley, 1985) than 
controls. These studies have concluded that they do. In 
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addition, Befera & Barkley (1985) found that mothers of 
hyperactive boys reported more marital discord than those of 
hyperactive girls; however, Befera & Barkley found that this 
relationship also held for mothers of the control boys but 
not girls. In their longitudinal study Weiss & Hechtman 
(19 86) found that at a ten year follow-up, parents of ADHD 
children had a lower quality marital relationship and that 
the emotional climate of the home was considerably more 
hostile and hectic than that of the controls. They also 
found that these scores (marital discord and emotional 
climate) did not significantly change in the three follow-up 
assessments (at 5, 10 and 15 years); thus it appears that 
these traits or relationships are fairly stable over time in 
the families of ADHD children. 
In an effort to tease out some of the factors that 
exacerbate parental stress and distress, Mash and Johnson 
(19 83a) examined 40 parents of younger and older hyperactive 
children (age 5 years and 8 years) and 51 parents of age-
matched normal controls. The parents filled out measures 
assessing their child's hyperactivity and behavior, as well 
as parental self-esteem (PSE) and levels of stress. As 
anticipated, they found that PSE was lower in parents of 
ADHD children than control parents. They also found that 
self-esteem ratings were age-related, with the parents of 
older hyperactive children reporting lower levels of self-
esteem than parents of younger ADHD children. However, in 
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contrast the mothers of younger ADHD children reported 
higher levels of stress than mothers of older ADHD children, 
with maternal stress positively correlated with child 
disturbances. Furthermore, they found an inverse 
relationship between PSE and perceptions of child problems. 
The lower the parent's self-esteem, the higher the 
perception was of the level of behavioral problems in their 
children. 
In a second study, Mash and Johnson (19 83b) examined 
the relationship between sibling interaction and maternal 
stress and self-esteem. They observed 46 hyperactive and 
normal boys interacting with their siblings in an 
unstructured play and mother-supervised task situation. 
They found that the dyads with a hyperactive child showed 
higher levels of conflict than the normal dyads; moreover, 
in the supervised task situation hyperactive dyads that 
contained a young hyperactive child showed more conflict 
than hyperactive dyads with an older hyperactive child. The 
maternal reports of self-esteem and parental stress were 
related to the amount of the hyperactive-sibling 
interaction. In those dyads where a sibling of an ADHD 
child was highly interactive with the ADHD child, mothers 
reported higher self-esteem and related lower levels of 
stress attributed to themselves and their children. The 
mothers' reports of child-related stress were also directly 
related to negative behavior in a supervised task. 
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It appears that many factors combine to exacerbate, or 
perhaps cause, the stress, marital discord, and self-esteem 
problems experienced by these parents (e.g., age of 
children, role of siblings, type of task to be completed, 
etc.). Again, no direct link regarding causality can be 
made, due to the correlational nature of these studies. 
What can be said is that the parents of ADHD children 
experience greater levels of stress, marital discord, and a 
more conflictual emotional climate at home. One last 
maternal factor that has not yet been discussed, but has 
received much research in the last decade, is maternal 
depression. 
MATERNAL DEPRESSION 
It is not surprising to find that mothers of ADHD 
children score higher on the BDI than control mothers 
(Befera and Barkley, 1985; Breen and Barkley, 1988). These 
findings are similar with that of Cunningham, Benness, & 
Siegel (1988), who also found that mothers of ADHD children 
reported higher depression scores on the BDI than their 
husbands or the mothers of normal children. In a factor 
analysis, Cunningham et al. found that the mothers1 
depression level was linked to family functioning level and 
to child behavior. Interestingly, the fathers' depression 
scores were only linked to family functioning level and not 
to child behavior. This point is discussed in greater 
detail in the section on antecedents to child aggression. 
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In a study by Brown, Borden, Clingerman, & Jenkins 
(19 88) parents of ADHD children rated themselves as more 
depressed than the parents of normal children on the Center 
for Epidemiologic Studies Depression Scale (CES-D; Radloff, 
1977). In addition, mothers of the ADHD children rated 
themselves higher (14.48) than did the fathers (12.58), but 
they were both significantly higher than the control mothers 
(7.77) and fathers (6.39). Interestingly, Brown et al. found 
that the ADHD children in their study scored higher on the 
Children's Depression Inventory (CDI; Kovacs; 11.86) than 
did the control children (6.40). This was not expected 
because all children had been screened before the study to 
exclude those with Major Depression, Dysthymia, and 
Adjustment disorder with depressed mood. Hence, Brown et 
al. conclude that the CDI was picking up symptoms of 
demoralization that the ADHD children may be experiencing, 
or "resultant symptoms" such as low self-esteem, poor peer 
relations, etc. 
THE EARLY CARE-GIVER RELATIONSHIP 
One possible etiological factor in the development of 
ADHD where little research has been done concerns the early 
care-giver relationship. Perhaps because of a strong 
general belief in an organic etiology, this area of 
psychogenic antecedents has gone largely unresearched. One 
study that has examined this early relationship quite 
extensively is that of Jacobvitz and Stroufe (1987). This 
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study was part of a larger longitudinal study of 267 lower 
socio-economic status families that were attending a clinic 
in the Minneapolis area. Jacobvitz and Stroufe took ratings 
of three dimensions: maternal interference (at 6 months), 
maternal seductiveness (at 24 months), and maternal over­
stimulation (at 42 months). Jacobvitz and Stroufe described 
"maternal interference" as 
"..the extent to which the mother disrupts the baby's 
ongoing activity rather than adapting the timing and 
quality of her interventions and initiations to the 
baby's state, mood, and current interests." 
The category of "maternal seductiveness" describes the 
mother's behaviors such as 
"..stimulating physical contact (e.g., stroking the 
stomach, passionate kissing on the lips), mother 
seeking affection, attempted bribes with affection, and 
sensual teasing (coquettish behavior, flirting)." 
The third category of behavior which they rated at 42 months 
was that of "maternal over-stimulation." This score was 
rated while the mothers and children preformed structured 
tasks together (e.g., building towers from wooden blocks, 
naming objects, matching plastic pieces of different colors 
and shapes, etc.). This category was measured with two 
scales. The first was the "non-responsive physical 
intimacy" scale. This scale measured the caregiver's 
physically stimulating contact that occurred either in the 
absence of a signaled need by the child, or when the child 
needed calming and corrective feedback in order to complete 
the task at hand. The second scale in this category was the 
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"dissolution of generational boundaries." This scale was 
designed to score those behaviors emitted by the caregiver 
that provoked and teased the child in situations that called 
for a calm reassurance to help the child modulate the 
frustration and or arousal. In addition, this scale scored 
the tendency for the caregiver to act as a peer to the child 
(i.e., role - reversal), deferring to the child in a situation 
were she had been instructed to provide guidance for the 
child in order to complete the task. 
The results, based on data gathered at age 5 and 6 
while these children were in pre-school, indicated that 
those children who were now identified as hyperactive had 
caregivers who had scored significantly higher on the scales 
of "maternal interference" at 6 months and on the 
"overstimulating care" scale at 42 months. Differences on 
the scale of "maternal seductiveness" measured at 24 months, 
fell short of significance (p < .09). These results point 
toward a more complex understanding of the etiology of ADHD. 
They also suggest antecedents of ADHD that need more 
research. For example, differences on two of the three 
parenting measures that were derived from an understanding 
of arousal modulation (maternal interference and maternal 
over-stimulation) were significant. This may suggest 
earlier psychogenic antecedents for many ADHD children who 
are detected when they are of kindergarten age. 
SITUATIONAL PSYCHOSOCIAL VARIABLES 
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Besides the previously mentioned social or familial 
factors that may influence ADHD children, some researchers 
have examined what may be considered unusual, or at least 
innovative, areas that may potentially influence ADHD in 
children. Two such areas will be discussed in this section: 
father's work experiences and children's T.V. viewing 
habits. 
Father's Work Experience 
In an effort to study the effect that a father's work 
experience has on his children, Barling (1986) studied 142 
fathers (mean age 39.55 years) who were employed full time, 
not self-employed, from intact marriages, and lived in 
Johannesburg, South Africa. The mean age of these fathers' 
eldest child was 9.2 years. Barling had the fathers fill 
out Jans' (19 82) Job Involvement Questionnaire. This 
measure gathers information regarding satisfaction with 
work, relationships with people at work, supervision, pay, 
and promotion. Barling used other measures to obtain the 
fathers' attitude and beliefs about the company, job 
climate, etc. To assess the quality of the father-child 
relationship, Barling used the Parent-Child Interaction 
Questionnaire (Harrell & Ridley, 1975). This scale assesses 
the extent to which the parent interacts with the child on 
such dimensions as reading to, playing with, laughing with, 
teaching, holding, and hugging the child. To assess child 
behaviors, Barling used the Conners' Teachers Rating Scale 
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(Conners, 1973), and a behavior problem checklist. The 
results indicated that fathers' work dissatisfaction was 
associated with children's behavior problems, specifically 
hyperactivity and conduct problems. In addition, perhaps 
counter-intuitively, Barling found that a close father-child 
relationship coupled with paternal job dissatisfaction 
actually increased the ratings of hyperactivity and conduct 
problems in the children. The author suggests that rather 
than buffering the child from the negative effects of the 
father's work, a close father-child relationship may 
actually cause the child to be more open to picking up the 
added stress or dissatisfaction experienced by the father, 
and hence to act out those feelings. This certainly would 
have treatment and assessment implications for the clinician 
working with ADHD children and their families. 
Television Viewing as a Possible Causal Factor 
In an effort to tease out what effects, if any, 
television viewing has on ADHD children, Shanahan and Morgan 
(1989) administered two surveys to a group of parents and 
therapists. The primary diagnoses of the children in the 
study were ADHD, Dysthymic, Conduct Disorder, Oppositional 
Defiant Disorder, Adjustment Disorder, and "other." The 
parents were asked to provide information on their T.V. 
viewing habits and the child's viewing habits in such areas 
as amount of viewing, behavior of the child before, during, 
and after viewing, and emotional climate of the home during 
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and after the television watching. The therapists provided 
information on the prognosis for the child, whether the 
child mentioned television or television characters in the 
sessions, and the degree of cooperation from the child and 
the family in the therapy process. 
The results indicated that the ADHD children watched 
more television per day (4.2 hours) than did any other 
disordered groups. This was close to a full hour more than 
the sample mean per day (3.45 hours). In addition, the 
children of heavy-viewing parents were more likely to be 
judged as having ADHD, especially as a presenting problem 
indicated by the therapist. Shanahan and Morgan suggest 
that this finding may result from two possible scenarios. 
The first is that parents of ADHD children may watch more 
television to escape from the negative behavior of the 
children. The second theory is that somehow the parents' or 
child's heavy viewing of television contributes to ADHD in 
the children. 
One fact that seems to lend support to these hypotheses 
is that Shanahan and Morgan found ADHD children to be more 
likely to act out television characters in therapy. Thus 
they suggest that perhaps the children also act out these 
characters at home. As a result, the parents are likely to 
find this behavior annoying and probably disruptive, and in 
all likelihood attempt to control the child to stop the 
acting out. According to Shanahan and Morgan the child is 
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thus given a conflicting message, as he sees his parents 
watching and enjoying the very characters that he is now 
portraying, but, instead of receiving similar attention, the 
child is now punished. The child is therefore unlikely to 
understand the inconsistency in the parents behavior. 
PERCEPTIONS THAT ADHD CHILDREN HAVE OF THEIR FAMILIES 
Another area that has received very little attention in 
the research literature concerns the perceptions that ADHD 
children have of their family environments. One study that 
has examined the perceptions of ADHD children was conducted 
by Margalit (1985), who examined the perceptions of 42 
hyperactive children (27 boys and 15 girls) and 42 normal 
controls (27 boys and 15 girls) with ages ranging from 10.0 
to 12.6 years. Margalit administered three different self-
report measures to the children: the Cornell Parent Behavior 
Inventory, the Sense of Coherence Scale (which has three 
subscales: Comprehensibility, Manageability, and 
Meaningfulness), and the Life Satisfaction Scale. The 
teachers of these children rated them as hyperactive or not 
by means of the Conners1 Abbreviated Symptom Questionnaire 
(ASQ). The results indicated that the hyperactive children 
perceived their family environments as less ordered and less 
predictable; moreover, age-appropriate tasks seemed less 
manageable and held less meaning for the hyperactive 
children. As for the perceptions of their parents, 
hyperactive children viewed their mothers and fathers as 
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more engaged in discipline but equally as supportive and 
indulgent as the parents of the controls. Interestingly, 
the hyperactive children viewed their fathers' role as more 
significant to their familial satisfaction than the mothers' 
role. In her conclusions, Margalit makes a strong case for 
the fathers' of the ADHD children not only becoming more 
involved in the treatment process, but also participating 
more actively in the parenting of their children. Margalit 
suggests that this may not only help the child, but in 
addition may help to lower the mother's distress level. 
CHAPTER FOUR 
DEVELOPMENT OF AGGRESSION IN ADHD CHILDREN 
Throughout this review it has been tentatively-
suggested that the factor of aggression may be of great 
importance in the diagnosis, treatment, and management of 
ADHD children who display this behavior. Symptoms such as 
aggression, hostility, and defiant behavior (externalizing 
behaviors) have all been found in children with ADHD; 
however, what has not been discussed in detail is whether 
these symptoms are part of the ADHD syndrome, or are part of 
a comorbid condition. This is an important distinction, 
for, as Barkley (1990) points out, children with these 
additional externalizing symptoms have more widespread 
dysfunction in their childhood adjustment. In addition, 
these symptoms are highly predictive of lower academic 
performance, with aggressive children experiencing more 
school suspensions, more expulsions, and demonstrating 
greater substance abuse and more antisocial behaviors than 
ADHD children who do not show the behaviors (Barkley, 1990; 
Lahey et al., 1988; Hinshaw, 1987; Biederman et al., 1987). 
It has also been shown that unlike children with ADHD, 
children with both ADHD and ODD or CD are more likely to 
have a family history of CD, Antisocial Personality 
Disorder, substance abuse, and Major Depression among their 
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parents and extended families (see previous section on 
parental psychiatric status). 
The question has thus been raised whether ADHD is a 
separate disorder, or are ADHD and CD just the same disorder 
observed at different points on a continuum of severity of 
externalizing symptoms. Two recent studies have addressed 
this issue by using factor analytic techniques. The results 
support the notion that hyperactivity and conduct disorder 
are independent behavioral dimensions (Blouin, Conners, 
Seidel and Blouin, 1989; Hinshaw, 1987), with more research 
now accumulating to support these same findings (Trites & 
Laprade, 1983; Frick et al, 1991). For example, Trites and 
Laprade (1983) carried out factor-analytic studies of 
Conners' teacher ratings of 9000 elementary-school children. 
They found that the factor accounting for the greatest 
portion of variance was that of hyperactivity. When they 
examined the overlap between the factors of conduct disorder 
and hyperactivity, they found a group of children who were 
hyperactive but not conduct disordered. Trites and Laprade 
suggest that their findings provide evidence for an 
independent syndrome of hyperactivity in children. 
Throughout this paper it has been suggested that the 
validity and interpretability of the older studies mentioned 
in this review may be questionable because of the lack of 
clear and specific diagnostic criteria of the ADHD children. 
In fact, Hinshaw (1987) has stated that because of 
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contaminated samples, much of the research on hyperactive 
and conduct disorders is inconclusive. Moreover, Weiss and 
Hechtman (19 86) have urged that future research separate out 
those children who are hyperactive without conduct disorders 
from those who are comorbid with the two disorders. It 
appears clear from the literature, as well as from the 
consensus of many practitioners, that ADHD and CD are 
separate disorders; nevertheless, it is also apparent that 
there are a large number of children who are comorbid with 
both ADHD and ODD or CD. Barkley (1990) states that the 
likelihood for children with ADHD to develop sufficient 
levels of oppositional behavior to qualify for a comorbid 
diagnosis of ODD is upwards of 65 percent; similarly, 
approximately 20 to 30 percent of ADHD children will 
manifest sufficient signs of antisocial behavior to receive 
a diagnosis of CD, and by adolescence the numbers increase 
to 40 to 60 percent. This is with the understanding that 
the diagnosis of CD pre-empts the diagnosis of ODD in the 
DSM-III-R, given the fact that 95 percent of CD children 
also have ODD (Barkley, 199 0). What has not been addressed 
is why some ADHD children develop ODD and/or CD, and why 
some do not. 
In an attempt to address this issue, Barkley (1985, 
1990) has put forth a theory based on the findings that 
ADHD+ ODD/CD children are different from pure ADHD children 
in one important way: ADHD+ ODD/CD children are aggressive, 
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whereas the ADHD are not. Thus, if one examines 
family/parent variables of ADHD children who are aggressive, 
then perhaps one will be able to identify factors leading to 
the development of ADHD + ODD/CDD. Barkley (199 0) 
identifies three areas of past research that he feels may 
help to account for the development of aggression in ADHD 
children: child management methods, parental 
psychopathology, and marital distress. Each will be briefly 
reviewed to gain some insight as to the current 
understanding on how ODD and CD develop and progress in some 
ADHD children. 
Child Management Methods of Aggressive Children 
It has been shown that parents of aggressive or defiant 
children are more likely themselves to use aggressive 
behavior in parent-child interactions (Patterson, 1982) . In 
addition, parents of aggressive children have been shown to 
use aversive actions indiscriminately to get their children 
to obey and have also been reported to acquiesce more during 
child management encounters than controls (Wahler, 1980). 
Presumably in reaction to the parents' behavior, the 
children in these studies have been shown to escape from 
these aversive parental behaviors by becoming hostile and 
defiant. Barkley states that it is rewarding for the child 
when his or her behavior stops the negative behavior of 
their parents. Thus, successful repetitive acting out by 
the child increases the likelihood that he or she will 
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display it again in the next encounter when unwanted or 
aversive parental demands occur. 
How parents handle the everyday parent-child 
interactions ranging from parental directives (such as "hang 
up your coat") to the more important area of discipline 
(such as "you are grounded for the week") may determine just 
how far the child escalates in his or her behavior, ranging 
from normal childhood resistance to serious clinical levels 
of aggression. It is important to point out that it takes 
years for these hostile and aggressive learned behaviors to 
develop in these children; however, it appears likely that 
through the course of countless encounters per week, the 
child slowly moves from defiance to aggressive behavior, 
culminating in antisocial behaviors if the process is not 
stopped. An important distinction to point out at this time 
is that many factors may predispose some children and some 
parents to these reported patterns of interaction. For the 
child, a temperament that is hyperactive, quick to anger, 
stubborn, or simply impulsive may exacerbate these 
encounters at a rate faster than normal (Buss, 1981; 
Patterson, 19 82) . One parental factor which may increase 
the rate of this escalating process that has received much 
research is maternal depression. 
Maternal Depression Re-examined 
As previously discussed, mother's of ADHD children 
commonly report higher levels of depression on measures such 
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as the BDI, the CES-D, and also the SCL-90R than controls. 
What has not been discussed are the effects the maternal 
depression may have on the parent-child interactions. 
Barkley (1990) believes that maternal depression may affect 
three different areas of maternal caretaking activities: 
perceptions of the child, actual behavior toward the child, 
and child-parent interactions. Each will be briefly 
examined to analyze the potential effect on childhood 
aggressiveness. 
The first area of interest is that of the depressed 
mothers' perceptions. The literature in this area suggests 
that depressed individuals selectively filter information, 
and often show cognitive distortions which lead to a reduced 
tolerance for others' behavior (Beck, Rush, Shaw & Emery, 
1979; Beck 1967). This is highly consistent with the 
finding that depressed mothers rate their children's 
misconduct as more severe on behavior rating scales 
(Cunningham et al., 1988), and as more deviant than would be 
warranted by objective measures (e.g., observer rating 
scales; Webster-Stratton, 1988). It is also consistent with 
Mash and Johnsons' (1990) belief that parental cognitions 
influence parent behavior both directly and indirectly via 
the parents' interpreting and appraising environmental and 
child characteristics. Mothers of hyperactive children 
generally perceive their children as being more difficult 
when compared with mothers of non-problem children (Mash, 
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Johnson & Kovitz, 19 83) and view child compliance as more 
unstable and uncontrollable than parents of normal children 
(Sobol, Ashbourne, Earn & Cunningham, 19 89). A depressed 
mother of an ADHD child may be predisposed further to 
pathologize her child's misconduct, view her child as more 
difficult than he/she really is, and view the child's 
compliance as more unstable and uncontrollable than is 
warranted. As one can see, all of these factors would 
augment the negative interactions and the difficult child 
behavior already present in the interactions between ADHD 
children and their parents. 
The second area that Barkley (1990) suggests is 
affected by maternal depression is the actual behavior of 
the mothers toward their children. It has been shown that 
depressed mothers are more critical, aversive, disapproving, 
and less positive in their interactions with their children 
(Gorden, Burge, Hammen, Adrian, Jaenicke, & Hiroto, 1989). 
Thus, children of depressed mothers are likely to have less 
positive experiences with their mothers than children of 
non-depressed mothers. This was nicely demonstrated by 
Jouriles, Murphy, and O'Leary (19 89) who used a mood 
induction procedure with 40 mothers of boys aged 3 to 6 
years old. They found that after a negative mood induction, 
the mothers used less positive statements with their 
children and engaged in less verbal interaction with them. 
In response to this, the children became less compliant with 
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the maternal commands. When the mothers went through a 
positive mood induction the opposite was seen, and the 
children responded with more compliance. This study also 
seems to suggest a direction of effect (from mothers to the 
children) that may not have been observed in the normal 
mother-child interactions which were cited earlier in this 
review (Cunningham & Barkley, 1978). 
The last area that may be affected by maternal 
depression in ADHD children concerns the children's behavior 
toward the mothers. Hops, Biglan, Sherman, Arthur, 
Friedman, & Osteen (1987) found that children of depressed 
mothers are more likely to be aggressive toward their 
mothers, something that actually appeared to cause a 
reduction in the mother's dysphoric mood. They also found 
that when the mother emitted a dysphoric affect, it caused a 
temporary reduction in her child's aggressive behavior, as 
well as her own; consequently some researchers have put 
forth the notion that the two behaviors (aggression and 
dysphoric mood) are used to negatively reinforce and 
suppress each other. However in actuality this mutual 
suppression doesn't work, and the consequences of the 
behaviors are working to increase the probability of their 
recurring in the future. Hence, maternal depression, and 
perhaps other parental psychopathology, may lead to and 
exacerbate negative and aggressive interactions within the 
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family, an example of a "runaway system" or "deviation-
amplifying feedback" in family systems terminology. 
Marital Discord in Parents of ADHD Children 
Several studies have shown that the marital 
relationships of parents of ADHD children are more 
distressed than those of controls (Hechtman, 1981; Weiss & 
Hechtman, 1986; Befera & Barkley, 1985; Barkley, 1985). In 
addition, studies have shown that marital discord may act in 
a similar fashion to marital depression in altering parental 
perceptions of child misbehavior and management problems, 
possibly causing an increase in child defiant and aggressive 
behaviors in the same way discussed in the preceding 
section. Furthermore, studies have demonstrated that when 
there is a combination of marital discord and maternal 
depression, the perceived and actual child deviance and 
parent-child conflicts increase more than when either is 
experienced alone (Hops et al., 19 87). Hence, Barkley 
(1990) believes that a very distinctive subgroup of ADHD 
families exists with a combination of child management 
problems, parental psychopathology and marital discord. It 
is these families, according to Barkley, that are likely to 
have ADHD children who will develop aggressive and defiant 
behaviors (i.e., comorbidity with ODD and/or CD). However, 
this is just one model of how children become more 
behaviorally deviant than those children with uncomplicated 
ADHD. Many factors are still unknown regarding the 
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differences between families whose ADHD child develops 
comorbid conditions (i.e., ODD/CD) and those who do not. 
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SUMMARY 
Thus far this review has examined some of the reasons 
ADHD has received such widespread research attention (e.g., 
its prevalence, concerns about medicating children, and poor 
prognosis), has looked at possible etiologies of ADHD 
(including neurological, environmental, genetic, and 
psychosocial factors), and has reviewed research indicating 
that the disorder of ADHD encompasses a heterogeneous group 
of children who may have 
very different social environments, if not differing 
etiologies. Thus, researchers are beginning to urge that 
future research done on ADHD separate out these groups so 
that more precise statements may be made about each 
diagnostic group. For example, Weiss and Hechtman (1986) 
advise researchers to examine children who are comorbid with 
CD/ODD separately from those who show ADHD symptoms alone; 
moreover, Weiss and Hechtman encourage researchers to study 
pervasively hyperactive children rather than those children 
who only show hyperactive symptoms situationally, and to use 
clinic control groups rather than normal control groups when 
studying familial factors. Barkley (1985) recommends an 
examination of the differences in the parent-child 
interaction patterns of ADHD children and ADHD+CD children, 
and Lahey et al., (1987, p. 169) state that "the development 
of a satisfactory explanation for the frequent comorbidity 
Social Factors in ADHD families Page 56 
of CD and ADD/H would offer invaluable clues to the etiology 
of both disorders." 
The present study is an attempt to further the research 
on ADHD children and incorporated these suggestions into its 
methodology. It makes comparisons of the families of 
children who are comorbid with ADHD+ODD/CD with families of 
pure ADHD children. A variety of social factors were 
examined to see if these families could be differentiated on 
indices of family functioning other than those previously 
studied in the literature. An underlying assumption guiding 
this research is that severe behavioral disorders, such as 
ODD and CD can easily develop in children with ADHD; 
furthermore, in the majority of ADHD children this 
development is a progression that begins with oppositional 
behavior (ODD) and then evolves into more serious problems 
of acting-out (CD). This progressional theory will need 
longitudinal research to demonstrate if such a relationship 
exists in ADHD children. 
For the purposes of this study, it was hypothesized 
that the parents of comorbid ADHD children would be more 
deviant on the majority of dependent measures used in this 
study than the parents of pure ADHD children. 
For example, Lahey, Piacentini, McBurnett, Stone, 
Hartdagen & Hynd (19 88) found that mothers of CD+ADD/H 
children reported higher levels of affective disorders, had 
higher incident rates of fighting, and more frequently had a 
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diagnosis of anti-social personality disorder than did the 
mothers of ADHD children. It was thus hypothesized that 
mothers of ADHD+CD/ODD children would score higher on the 
Depression, Anxiety, and Hostility scales of the SCL-90R 
than mothers of the ADHD children. It was also hypothesized 
that the mothers of ADHD+CD/ODD children would score higher 
on the Beck Depression Inventory than mothers of the ADHD 
children. 
Given that mothers of ADHD+CD/ODD children were 
expected to score higher on several measures of 
psychopathology, a deficit in general social skill 
functioning was anticipated. Thus, the mothers of 
ADHD+CD/ODD children were expected score lower on all scales 
of the Social Skills Inventory than mothers of the ADHD 
children. 
As previously discussed, marital discord has been shown 
to be higher in the parent's of ADHD children than those of 
controls (Hechtman, 1981; Weiss & Hechtman, 1986). In 
addition, marital discord was thought to be a possible 
factor in the development of aggression in ADHD children. 
In this study the mothers of ADHD+CD/ODD children were 
expected to score lower on the Dyadic Adjustment Scale, 
indicating less marital satisfaction, than the mothers of 
ADHD children. 
In describing their child's behavior, it was 
hypothesized that the mothers of ADHD+CD/ODD children would 
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indicate higher levels of hyperactivity, aggressiveness, and 
delinquency for their children on the Child Behavior 
CheckList when compared with mothers of ADHD children. 
With regard to the mothers' intellectual functioning, 
there was no reason to suspect a significant difference 
between the two groups of mothers. As such it was 
hypothesized that there would be no difference in the 
overall score of the Shipley Institutes of Living Scale 
between the two groups of mothers. 
MOTHER'S PERCEPTIONS 
An area of interest in this study, and something 
largely unresearched with ADHD children, was the mother's 
perception of her family environment. Given that ADHD 
children are less compliant, less able to follow directions, 
and more frequently off task (Cunningham & Barkley, 1978), 
the mother's perception of her home life may be of great 
importance in the way she responds to her child. In 
addition, it has been shown that the setting the child and 
mother are in also significantly influences the amount of 
conflict between them (Campbell 1973, 1975). In an effort 
to measure the mother's perception of her home environment 
this study utilized the Family Environment Scale (Moos & 
Moos, 1986). On the Family Environment Scale, it was 
predicted that the mothers of ADHD+CD/ODD children would 
describe the family as lower in emotional support 
(Cohesion), lower on the ability to express feelings 
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(Expressiveness), and lower on personal assertiveness 
(Independence). In addition, it was hypothesized that the 
mothers of ADHD+CD/ODD children would report placing less 
emphasis on educational achievement (Achievement 
Orientation), less on political and cultural activities 
(Intellectual-Cultural Orientation), and less on religious 
issues and values (Moral-Religious Emphasis). Given the 
likelihood of increased parental dysfunction, it was felt 
that the mothers of ADHD+CD/ODD children would not maintain 
clear organization or communication in the planning of daily 
family activities and/or responsibilities (Organization). 
Conversely, due to the higher levels of stress in the 
homes of ADHD+CD/ODD children, it was hypothesized that 
their mothers would rate their families higher on the 
Conflict scale. Moreover, in an attempt to increase control 
over her ADHD+CD/ODD child, it was believed that mothers of 
ADHD+CD/ODD children would score higher on the Control scale 
than would mothers of ADHD children. Finally, perhaps in an 
effort to attain a respite from their children and/or to 
decrease the interactional conflicts, it was suggested that 
the ADHD+CD/ODD children may be encouraged to participate in 
Active-Recreational Activities at a higher rate than ADHD 
children. As a result, the mothers of ADHD+CD/ODD children 
would rate their families higher on the Active-Recreational 
Orientation scale. 
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Given the high frequency of conflicts and possibly 
aggressiveness in the interactions between mothers and 
ADHD+CD/ODD children, it was hypothesized that on the Parent 
Behavior Inventory the mothers would indicate less 
acceptance of their child's behavior be it good or bad 
(Acceptance). In addition, due to conflictual nature of 
their relationship with their child it was felt that the 
mothers of ADHD+CD/ODD children would be less emotionally 
involved (Child Centeredness) with them than mothers of ADHD 
children. Furthermore, it was expected that in an effort to 
regain control in the relationship, mothers of ADHD+CD/ODD 
children would report higher degrees of Control Through 
Guilt and Instilling Anxiety. Finally, it was hypothesized 
that there would be no significant difference between the 
two groups of mothers on the Lax Discipline or 
Nonenforcement subscales, indicating the inconsistency of 
setting limits by both set of parents. 
CHILD'S PERCEPTIONS 
In an effort to examine the child's perception of his 
home the Children's Version of the Family Environment Scale 
(CVFES) was used. Given that relationships are often 
strained between ADHD children and their parents, it was 
hypothesized that ADHD+CD/ODD children would score lower on 
their feelings of being supported by their families 
(Cohesion) and rate their families lower on encouraging them 
to act openly to express their feelings (Expressiveness). 
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It was further hypothesized that ADHD+CD/ODD children would 
rate their families lower on the Achievement-Orientation, 
Intellectual-Cultural Orientation and Moral-Religious 
Emphasis. In addition, due to the additional behavioral 
problems ADHD+CD/ODD children exhibit, it was felt that 
ADHD+CD/ODD children would rate their families higher on the 
Conflict and Control scales, indicating both the parent's 
attempt to set rules and limits, but also the resulting 
conflict that occurs when these parental directives are not 
followed. Finally, it was suggested that there would be no 
difference on the Independence scale between the two groups 
of children as each would be striving to make their own 
decisions. 
On the Child's Report of Parenting Behavior Inventory 
(CRPBI), a measure designed to assess the child's perception 
of the parent's disciplinary involvement and "general family 
integrity" as determined by parent-child interactions, it 
was hypothesized that the ADHD+CD/ODD children would rate 
their parents as less accepting (Acceptance) of their 
behavior in general. In addition, it was predicted that the 
ADHD+CD/ODD children would view their parents as sacrificing 
less of their time and personal needs for them (Child 
Centeredness) than would the ADHD children. Moreover, the 
ADHD+CD/ODD children would report that their parents utilize 
more "psychological control" by Instilling Anxiety in them 
about their bad behavior and by attempting to Control 
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Through Guilt. Finally, due to the difficult nature of 
parenting an ADHD child (with or without a comorbid 
condition), and the frequent inconsistences of the parents' 
behavior, it was hypothesized that there would be no 
difference in the degree of Lax Discipline or Nonenforcement 
of rules or punishment for the two groups of boys. 
PERCEPTUAL DIFFERENCES BETWEEN MOTHERS AND SONS 
A major focus of this study was to examine if 
perceptual differences exist between the mothers and sons 
regarding their family environment and the parent's behavior 
toward the child. To assess these possible differences the 
Family Environment Scale and the Parent Behavior Inventory, 
each of which has a child's version, were used. The area of 
perceptual differences in ADHD children has received little 
empirical work, with the premier study being completed by 
Margalit (1985) . However, in that study the researcher did 
not compare each child's perception against that of the 
parent's. For the purposes of comparing the child's 
perception with that of his mother's, a mean discrepancy 
score was calculated for each measure. The mean discrepancy 
was calculated by taking each factor from the child's score 
and subtracting it from the corresponding factor on the 
mother's form. The absolute values of these differences 
were then summed and totaled across groups. Given the 
additional conflict normally associated with more severe 
behavioral disorders (i.e., ODD/CD), it was hypothesized 
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that the overall absolute difference between the children's 
and parent's scores on the FES/CVFES would be higher for 
ADHD+CD/ODD dyads than for the ADHD dyads. This increased 
discrepancy would indicate more disparity between the 
perceptions of mothers and ADHD+CD/ODD males. Furthermore, 
it was hypothesized that the overall absolute difference 
between the children's and parent's scores on the PBI/CRPBI 
would be greater for ADHD+CD/ODD dyads than for the ADHD 
dyads. Again, this would indicate greater disparity between 
the perceptions of ADHD+CD/ODD males and their mothers. 
By testing these hypotheses it was hoped that this 
study would help to increase our understanding of the 
development of these more serious childhood disorders (i.e., 
CD and ODD) in ADHD children, and in turn allow suggestions 
regarding the assessment, intervention, and treatment of the 
overall heterogeneous group of children that are now 




The subjects for this study consisted of 20 ADHD boys 
who were comorbid with CD or ODD, but not Adjustment 
Disorder, Separation Anxiety Disorder, or Overanxious 
Disorder. In addition, 20 "pure" ADHD boys not comorbid 
with CD, ODD, Adjustment Disorder, Separation Anxiety 
Disorder, or Overanxious Disorder participated. The 
selection criteria for all children to participate in the 
study were as follows: the child 1. was between 7 years 0 
months and 11 years 11 months of age and in a grade between 
first and seventh inclusive; 2. was the biological child of 
the mother; 3. had no evidence of deafness, blindness, 
severe language delay, cerebral palsy, epilepsy, autism, or 
psychosis as established through medical history, parental 
interview, and/or child observations; 4. was not in special 
education classes due to low IQ, as estimated by the child's 
educational system. 
In addition, the criteria for diagnosis of subjects 
were as follows: The subjects 1. met the DSM-III-R criteria 
for ADHD; 2. scored 1.5 standard deviations above the mean 
on the "ADHD Rating Scale" (DuPaul, 1990) as filled out by 
the parents (see Appendix C); 3. scored in or above the 90th 
percentile on the Child Attention Profile (see Appendix D; 
Edelbrock, 19 84) as filled out by the child's classroom 
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teacher; 4. scored in the 90th or higher percentile on the 
Homes Situation Questionnaire for mean severity index (see 
Appendix E; DuPaul, 199 0b) as filled out by parent; 5. had a 
duration of symptoms of at least 12 months. The criterion 
for selection of the comorbid ADHD children was that they 
meet the DSM-III-R criteria for either CD or ODD as assessed 
by a diagnostic interview with the mother. 
Based on these criteria, several mother-son dyads had 
to be excluded from this study during the initial interview. 
The most common reason was a co-morbid condition of 
Overanxious disorder or Separation Anxiety disorder. In 
addition, one mother after the initial interview was 
uncomfortable proceeding with the study and verbalized her 
fear that somehow her son would be "labeled" in the 
community by participating in the study. Finally, one 
mother who had completed the initial phase of the study did 
not complete the second phase. This was an error by the 
researchers who misplaced her file and did not call to 
schedule a second appointment for several months. This 
subject was contacted by phone, apologizes were made and she 
was sent half of the remuneration, the ADHD literature, and 
an ice-cream coupon for her son. 
The selection criteria used were based mainly on 
Barkley's (1990) suggestions for diagnosing ADHD children. 
These rather rigorous criteria were used in an effort to 
neither over- nor under-diagnose, and to insure that 
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adjustments were made for age and gender as assessed by the 
age and gender related norms on the Child Attention Profile 
(Edelbrock, 1984). In addition these criteria insured the 
pervasiveness of symptomatology as assessed by the Homes 
Situation Questionnaire (DuPaul and Barkley, 1987) . After 
completing several interviews in the initial phase of this 
study, it was found that the original cutoffs on the CAP (93 
percentile) and the HSQ (93 percentile) were too high and 
had to be lowered to the 90 percentile from both measures to 
be able to include many of the pure ADHD children. However, 
these selection criteria still met the new diagnostic 
criteria that are suggested by the several present day 
researchers (Weiss and Hechtman, 1986; Barkley, 1990). 
Subject Characteristics: 
The mean age of the pure ADHD children was 8.4 years 
(SD = 1.27). 75% (15 children) of this group was currently 
not on any medication for their hyperactivity. Of the 
remaining five children, one was taking Ritalin, one was 
taking Zoloft, and 3 had been placed on multiple 
psychotropics. Dosage levels of the medications were not 
recorded, as many of the mothers were uncertain of the 
levels and not all children were on medication for their 
hyperactivity. 
The mean age of the ADHD+CD/ODD children was 8.35 years 
(SD = 1.22), with 65% currently on medication for their 
hyperactivity. Five children were currently taking Ritalin, 
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two were taking Imipramine, one was on Tegretol, and five 
children had been on multiple psychotropics. All the 
children were Caucasian males. 
Although a chi- square analysis revealed no significant 
difference based on what type medication the children were 
taking for either group (X2 [5], = 10.07, jo = .07; N = 40) 
there was a significant group difference for medication 
status (X2 [2] , = 6.5, jd = .03; N = 40). There were more 
ADHD+CD/ODD children currently taking medication for their 
hyperactivity. 
Several maternal demographic characteristics were also 
assessed (Table 1). The mother's age at the time of 
delivery of her ADHD or ADHD+CD/ODD child was compared due 
to the increased risk of birth complications as women get 
older. A chi- square analysis revealed no significant 
differences for the age distribution between groups, (X2 
[4], = 1.37, 2 = .84; N = 40). Next, marital status of the 
mothers was examined via a chi-square analysis. 50% of the 
ADHD mothers and 55% of the ADHD+CD/ODD mothers were married 
at the time of this study. There were no significant 
differences in marital status by group (X2 [3], = .13, jd = 
.98; N = 40). In addition, total years the mother had been 
married was examined to determine indirectly the length of 
time an adult male role model had been involved in the 
child's life. A t-test showed no significant difference for 
years married, (t. [38] = .49, e = .62). Finally, an estimate 
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of the mothers IQ was assessed by the Shipley Institute of 
Living scale. As expected the two groups of mothers 
performed nearly identical on this measure (ADHD M=109.9, 
SD=6.12; ADHD+CD/ODD M=107.7, SD=7.88) and did not 
significantly differ from each other (t(38) = 1.01, 2 = 
.32). Interestingly, the means for the mothers of both 
groups were above the average for the Shipley normative 
sample (Zachary, 1986) . 
Insert Table 1 about here 
The two groups were then compared on the remaining two 
recorded face-sheet characteristics (SES and History of 
physical/sexual abuse for child) using a chi- square 
analysis. An examination of SES status revealed no 
significant differences between groups {X2 [2], = 7.36, £ = 
.11; N = 40). Additionally, although two ADHD children and 
four ADHD+CD/ODD children had a history of physical/sexual 
abuse, the two groups were not significantly different based 
on this variable (X2 [1], = .78, ]D = .37; N = 40). In 
summary, of the nine subject characteristics examined, only 
medication status of the child revealed a significant group 
difference: more ADHD+CD/ODD children were taking medication 
for their hyperactivity. However, given the small number of 
children actually on medication (5 in the ADHD group and 13 
in the ADHD+CD/ODD group) makes this difference suspect. 
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Procedure 
Subjects were recruited through two different means. 
In the initial stages of the study potential subjects were 
identified via suggestions from school psychologists in the 
Missoula County school district. The school psychologists 
were contacted by the primary researcher (KC), and asked to 
send a letter (see Appendix S) and envelopes to the parents' 
of the ADHD child requesting their participation in the 
study. The envelope contained an addressed, stamped post 
card, to allow the parents to indicate their decision to 
participate or not. In addition, the letter explained that 
in return for their participation the families will receive 
helpful literature about ADHD, the option of participating 
in free parent - training classes to be given by the primary 
researcher (KC), referrals for treatment upon request, a 
$25.00 cash gift, and ice-cream or frozen yogurt coupons for 
the children. The second method of recruitment entailed a 
newspaper advertisement taken out by the primary researcher 
that asked parents of children with "attention, behavioral, 
and/or motivational" problems to call about participating in 
a research project (See appendix S). Finally, for a brief 
time the same advertisement that was published in the local 
paper was broadcast on the Community Access Television 
station. Interestingly, although this advertisement ran for 
approximately one month, no subjects were recruited through 
this method. 
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When the primary researcher received the post cards or 
a phone call from a prospective participant, the mothers 
were contacted via phone and an appointment was set-up. All 
research assessments were conducted at the Clinical 
Psychology Center on the campus of the University of Montana 
and took place Monday through Saturday when convenient for 
the subjects. It should be noted that in the latter phases 
of this study, when the ADHD+CD/ODD group was filled, 
potential subjects who responded to the newspaper add were 
screened on the telephone for their inclusion in the study. 
This screening method entailed them verbally responding to 
the Child Attention Profile and the ADHD Rating scale as 
previously described. If the subject's score, based on the 
mother's rating, did not reach the cutoff criteria, or if 
the score placed the child in the ADHD+CD/ODD group, they 
were not invited to participate in the study. 
For those dyads who did meet the criteria the 
administration of the measures took place in two 
appointments. In the first appointment the mother was asked 
to come alone and fill out Information Packet (A). Packet 
(A) consisted of the Shipley Institute of Living Scale, the 
SCL-90R, the Achenbach Child Behavior Check List, the Home 
Situations Questionnaire and the Attention Deficit 
Hyperactive Disorder Rating Scale. In addition, the mother 
went through a diagnostic interview (see Appendix F) with 
the primary researcher (KC) to determine whether the ADHD 
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child in question was comorbid with ODD, or CD. At the end 
of the first appointment the mother was asked to sign a 
letter written on her behalf that would be sent to her son's 
primary instructor asking him/her to fill out to behavioral 
measures assessing the child's conduct in school. The 
teacher was asked to fill out and sign the forms in this 
packet including the child's IQ score if one was available. 
For the second appointment, the mother was asked to 
bring the child with her. When the mother and child 
arrived, the mother was asked to fill out Information Packet 
(B), while the child filled out the Child's Information 
Packet. Information Packet (B) contained the Family 
Environment Scale, the Social Skills Inventory, the Beck 
Depression Inventory, the Dyadic Adjustment Scale, and the 
Parenting Behavior Inventory. The Child's Information 
Packet contained the Children's Version of the Family 
Environment Scale, and the Child's Report of Parental 
Behavior Inventory (CRPBI). 
Approximately half way through appointment two, the 
mother and child were requested to go into a video room and 
participate in a modified version of the Relation Rorschach 
(Loveland, 1967; Wynne, 1977; Singer, 1973; David and 
Wintrob, 1989) (see Appendix T for procedures). These data 
were then archived and stored for a dissertation study by 
the primary researcher (KC). After completing the 
videotaping session, the mother was asked to complete her 
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Information Packet while the child was administered the 
CRPBI by a the primary researcher (KC) or a research 
assistant. When both the child and mother were finished, 
the mother was given the literature on ADHD and asked if she 
and/or her husband would like to participate in the parent 
training classes. In addition, the mother was given her 
monetary gift, while the child was given two gift 
certificates for ice-cream or frozen yogurt, with the 
mother's approval, for his help. At this time the mother 
and child were graciously thanked for their participation in 
the study and the appointment was ended. 
MEASURES 
Symptom Checklist-90 Revised (SCL-90R). 
The SCL-90R (see Appendix G) is a brief self-report 
rating scale, developed by Derogatis (1973) to assess 
various psychiatric symptoms in adults. The ninety items 
are rated by the individual on a five point scale to reflect 
degree of discomfort that a symptom has caused in the last 
seven days. Responses to the SCL-90R are scored against 
normative data to yield nine standard scores: Somatization, 
Obsessive-Compulsive, Interpersonal Sensitivity, Depression, 
Anxiety, Hostility, Phobic Anxiety, Paranoid Ideation, and 
Psychoticism. Psychometric evaluation has shown that the 
scores on the SCL-90R are highly correlated with clinical 
ratings and with the Minnesota Multiphasic Personality 
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Inventory (MMPI; Derogatis, Lipman, & Covi, 1973). All nine 
scales will be looked at in this study to compare the 
mothers of "pure" ADHD children and the mothers of comorbid 
children (ADHD+ CD/ODD). 
Beck Depression Inventory (BDI). 
The BDI (see Appendix H) is a 21 item self-report 
measure intended to assess degrees of sadness and 
depression. Each of the 21 items has four possible 
responses, with the items being scored on a 0 to 3 scale 
indicating severity of the symptom. The BDI has shown good 
psychometric properties (Beck, Steer, & Garbin, 1988) and is 
the most widely used measure of depression with adults. 
Shipley Institute of Living Scale (Shipley). 
The Shipley (Zachary, 1986; see Appendix I) is a self-
administered measure of intelligence that yields an 
estimated Wechsler Adult Intelligence Scale - Revised (WAIS-
R) IQ score. The subject is first asked to complete 40 
vocabulary items. In the second portion of the test, 
subjects are asked to complete 20 logical sequences. Both 
sets of items begin at relatively easy levels and progress 
to more difficult levels. Correctly responding to one half 
of the items is considered indicative of "Average" level of 
intelligence, adjusting for age. It should be pointed out 
that providing an estimate of intelligence was not the 
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original intention of the measure. The Shipley was 
originally designed as a screening device of cognitive 
impairment; however, Zachary (1986) found high to moderate 
correlations between the Shipley and WAIS-R. The Shipley is 
given in two 10 minute timed intervals and was administered 
by either the primary researcher (KC) or a research 
assistant. 
Parenting Behavior Inventory (PBI). 
The PBI (see Appendix J) is a parent version of the 
Child's Report of Parent Behavior Inventory and is designed 
to reflect child-rearing practices and child-parent 
interactions in the home (Schaefer, 1965). The original 
version was a 260 item self-report measure; however, the 
revised version to be used in this study contains 81 items 
(Weintraub, 1981). The items are rated on a 3-point scale 
ranging from "Like me (1)" to "Not like me (3)," and are 
intended to reflect how a parent handles a variety of 
situations in which discipline is needed. The scale 
consists of six subscales: Acceptance, Child-Centeredness, 
Lax Discipline, Control through Guilt, Instilling Anxiety, 
and Nonenforcement. The PBI has been shown to have good 
internal consistency, and a factor structure consistent with 
that based on scores from the Child's Reports of Parent 
Behavior Inventory (Schwarz, Barton-Henry, & Pruzinsky, 
1985) . An analysis of the six subscales was conducted. 
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Dyadic Adjustment Scale (DAS). 
The DAS (see Appendix K) is a 32 item self-report 
measure used to assess the quality of the couples 
relationship of either married or unmarried cohabiting 
couples (Spanier, 1976). The 32 items are based on a 6-
point Likert scale ranging from "Always disagree (0)" to 
"Always agree (6)." In addition, four subscales have been 
identified that assess: Consensus, Satisfaction, Cohesion, 
and Affectional Expression within the relationship. The DAS 
possesses high internal consistency (alpha = .96), is highly 
correlated with scores on the older Locke-Wallace Marital 
Adjustment Scale (r=.93), and differentiates married and 
divorced couples (Spanier, 1976) . At the time of 
assessment, both single and divorced mothers were asked to 
rate on the DAS the most significant heterosexual 
relationship, with regards to interactional time with their 
child in question. This may or may not have been the 
child's biological father but did attempt to elicit 
information on the most significant male in the child's 
lif e. 
Family Environment Scale (FES). 
The FES (see Appendix L) is a 90 item self-report 
measure intended to assess interpersonal relationships and 
organization structures related to differing facets of the 
family environment (Moos & Moos, 1986). The ten FES 
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subscales can be aggregated to form three higher-order 
factors: Relationships (Cohesion, Expressiveness, Conflict), 
Personal Growth Dimensions (Independence, Achievement 
Orientation, Intellectual-Cultural Orientation, Active-
Recreational Orientation, Moral-Religious Emphasis), and 
System Maintenance dimensions (Organization, Control). The 
FES has norms based on both extensive clinic and nonclinic 
samples and has been shown to be both a reliable and valid 
measure of people's perceptions of their family 
environments. The FES was first analyzed by a MANOVA to 
determine if the two groups differed significantly on the 
measure. Secondly, ANOVA's were conducted to determine if 
any individual scale was significant by group. 
Social Skills Inventory (SSI). 
The SSI (see Appendix M) is a 90-item self-report 
measure developed by Riggio (19 89) and designed to assess 
basic social and communication skills. The instrument 
consists of two scales (Emotional and Social) that are 
measured in three areas: Expressivity (the skill with which 
individuals communicate), Sensitivity (the skill to which 
individuals interpret the communication messages from 
others), and Control (the skill with which individuals are 
able to regulate the communication process in a social 
situation). The SSI has demonstrated good test-retest 
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reliability and internal consistency, as well as good 
convergent and discriminant validity (Riggio, 1989). 
Homes Situations Questionnaire (HSQ). 
The HSQ (see Appendix E) is a 16-item self-report 
measure developed by DuPaul & Barkley (1987) as a method for 
eliciting parent's reports of areas where their children or 
adolescents are having behavioral problems. The parents are 
asked to identify the severity of the behavioral problem in 
each of the 16 areas on a 9-point scale: 1 (mild) - 9 
(severe). The HSQ yields two scores: the number of 
problems, and the mean severity index of the problems. 
Norms are provided for boys and girls age 4 through 11. The 
HSQ has good test-retest and good interrater reliabilities. 
In addition, the HSQ has good construct, discriminant, and 
concurrent validity (Barkley, 1990). 
ADHD Rating Scale (ADHD-RS). 
The ADHD-RS (see Appendix C) is a 14 item parental (or 
teacher) report measure designed by DuPaul (1990) to assess 
an ADHD child's symptoms. The 14 items reflect the 
diagnostic criteria in the DSM-III-R (American Psychiatric 
Association, 1987) and provide direct ratings of the 
essential features of the disorder. The scale is normed 
with both teacher and parent ratings for children 6 to 12 
years of age. In this study the parent was asked to 
Social Factors in ADHD families Page 78 
indicate the level of disturbance for each of the 14 
symptoms via ratings ranging from "Not at all (0) to "Very-
Much (4). Scores of 2 or higher are considered to be more 
severe than would be expected for a given age level. The 
ADHD-RS provides three scores: Total score, Inattention-
Restlessness, and Impulsivity-Hyperactivity. For the 
purposes of screening, only Total-score was used. 
Child Attention Profile (CAP). 
The CAP (see Appendix D) is a 12 item teacher report 
measure, developed by Edelbrock (1984) to assess inattention 
and overactivity. The CAP has been shown to be sensitive to 
drug treatments (Barkley, 1990) and is a relatively pure 
scale of inattention, not confounded by items related to 
conduct, affective disturbances, or overactivity. The CAP 
has been used to discriminate between ADD/H and ADD/-H 
children (Barkley et al., 1990), and has been normed on both 
sexes, ages 6 through 16 years of age. In this study the 
CAP was used as a screening measure to assess the 
pervasiveness of the ADHD symptoms. Children who were rated 
in or above the 90th percentile were considered to have 
severe symptomatology and continued in the study. 
Child Behavior Checklist (CBCL). 
The CBCL (see Appendix N) is a 138-item parental report 
measure developed by Achenbach & Edelbrock (1983). Twenty 
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of the 138 items measure Social Competence and 118 items 
measure Behavioral Problems. The CBCL is also scored for 
nine scales of psychopathology: Schizoid, Depressed, 
Uncommunicative, Obsessive-compulsive, Somatic Complaints, 
Social withdrawal, Hyperactive, Aggressive, and Delinquent. 
The behavioral questions are rated on a 3-point scale 
ranging from: "Not true (0)," to "Very true (2)." The CBCL 
is well normed for both sexes, and has demonstrated both 
reliability and validity with children aged 4 through 16 
years. 
Conner's Teacher Rating Scale-Revised (CTRS-R). 
The CTRS-R (see Appendix 0) is a 28-item measure 
developed by Conners and revised by Goyette, Conners, & 
Ulrich (1978). The measure is designed for the child's 
teacher to fill out and requires that the teacher indicate 
how severe the 28 behaviors described are for the given 
child. The ratings are based on a 0 to 3 point continuum of 
"Not at all, Just a little, Pretty much, and Very much." 
Statements encompass three factors, Conduct problems, 
Hyperactivity, and Inattentive-Passive. The CTRS-R is 
considered a good measure for a quick screening of conduct 
problems and level of hyperactivity in the school setting. 
Although it has shown poor parent - teacher agreement (.45) 
across factors (Goyette et al., 1978; something that is not 
surprising given the different behaviors shown in the 
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differing environments), it has shown good test-retest 
reliability for one week periods (.97; Goyette et al., 
1978). The CTRS-R has also demonstrated its validity, 
correlating well with comparable factors on the Child 
Behavior Checklist-Teacher1s Rating Form (Edelbrock & Reed, 
1984) . 
Child's Report of Parenting Behavior Inventory (CRPBI). 
As noted previously, the CRPBI (see Appendix P) is the 
child's version of the PBI . It is an 81 item measure that 
was administered to the children by a research assistant or 
the primary researcher, who read each of the items aloud to 
the child. The child then indicated a response for each of 
their parents separately: "Very true," "Sort of true," or 
"Not at all true." The researcher marked down the child's 
answer for each of the parents. The CRPBI has been shown to 
have high internal consistency and a consistent factor 
structure across different samples (Raskin, Booth, Reatig, 
Schulterbrandt, & Odle, 1971). 
Children's Version of the Family Environment Scale (CVFES). 
The CVFES (see Appendix Q) is a 30 item self-report 
measure for children developed by Pino, Simons, & 
Slawinowski (1987), and is intended to assess the child's 
subjective appraisal of the family environment. The CVFES 
is conceptually comparable to the overall FES and is 
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intended for use with children 5 through 12 years of age. 
The test itself is composed of ten subscales: Cohesion, 
Expressiveness, Conflict, independence, Achievement-
Orientation, Intellectual-Cultural Orientation, Active-
Recreational Orientation, and Moral Religious Emphasis. The 
CVFES also breaks down into the same three factors of 
Relationships, Personal Growth, and System Maintenance as 
does the FES. The CVFES has been shown to have good content 
validity (Pino, Simons, & Slawinowski, 1987) and has norms 
for children aged 5 through 12. 
Initial Analyses 
The first analyses conducted were a series of MANOVA's 
for each instrument to determine if there were overall main 
effects for group (ADHD+CD/ODD and ADHD) on the Symptom 
Check List-90 Revised, Social Skills Inventory, Family 
Environment Scale, Child Behavior Check List, Parent 
Behavior Inventory, Child's Version of the Family 
Environment Scale, and the Child's Report of Parent Behavior 
Inventory. If the groups were found to differ on these 
omnibus tests, then one-way univariate ANOVA's were used to 
determine on which scales the two groups differ 
significantly. For the Beck Depression Inventory, Dyadic 
Adjustment Scale, and Shipley Institute of Living Scale, 
each of which contains only one scale, one-way ANOVA's were 
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conducted to examine whether there were significant 
differences between the means of the two groups. 
Next, the mean discrepancy between the parent's and 
child's perceptions on the FES/CVFES and on the PBI/CRPBI, 
were tested using t-tests to determine if a significant 
difference existed. Additionally, within each group, the 
mother's depression score on the BDI and her score on the 
DAS were correlated with both the Internalizing and 
Externalizing scales on the CBCL to determine if increased 
negative affect and distressed relationships were associated 
with higher ratings of symptoms for their children, possibly 
indicating that depressive symptoms exacerbate these 
ratings. Finally, after reviewing the initial results, it 
was suggested that there may have been a medication effect 
due to differences between the groups regarding unmedicated 
status. Thus, MANOVA's and ANOVA's were re-calculated 
assessing for an interactional effect between group and 
medication status on all measures. Caution in interpreting 
these "medication" analyses needs to be noted again based on 
the small cell-sizes for each of these conditions. 
CHAPTER SIX 
Results 
Group Differences on all Sets of Measures 
A series of MANOVA's was conducted to examine whether 
the two groups could be differentiated based on the 
different instruments (SCL-90R, SSI, FES, CBCL, PBI, CVFES, 
CRPBI). It was hypothesized that the parents of comorbid 
ADHD children would score more deviantly on the majority of 
the dependent measures used in this study. However, the 
results revealed that of the seven measures only differences 
in scores on the CBCL were significant by group (F 
[2,30]=.40, JD=.04). The results of these MANOVA's, F values 
and their significance levels, are listed in Table 2. 
Insert Table 2 about here 
Next, a series of ANOVA's were performed for the scales 
of each of the instruments to determine if group differences 
on any of the individuals scales were significant. However, 
on all instruments were the MANOVA was not significant, 
significant univariate effects are merely suggestive. 
As can be seen from Table 3, the CBCL had multiple 
scales that differed significantly between groups. It was 
hypothesized that mothers of ADHD+CD/ODD children would 
indicate higher levels of hyperactivity, aggressiveness, and 
delinquency for their children on the Child Behavior Check 
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List. ANOVA's confirmed that higher levels of Aggressive 
Behavior were reported, but not higher levels of 
hyperactivity or delinquency. Interestingly, the ANOVA's 
revealed significant differences on ADHD+CD/ODD status for 
the Anxiety/Depression, Somatic Complaints and Other Problem 
scales (see Table 4), which were not expected. Furthermore 
a series of t-tests (equivalent to one-way ANOVA's) showed 
that mothers of ADHD+CD/ODD children rated their children 
higher on both the Externalizing Scale (t[38] = 2.84, p = 
.007), and on the Internalizing Scale (t[38] = 2.63, p = 
.012). In addition, there were strong trends for the 
Withdrawn (F[l,38] = 3.75, p = .06) and the Delinquent 
Behavior (F(l,38) = 3.94, p = .054) subscales. 
Insert Table 3 and 4 about here 
Although the omnibus MANOVA'S were not significant for 
the SSI, PBI and CVFES, univariate differences were examined 
on these instruments to uncover any possible trends in the 
data and provide suggestions for future investigations and 
conceptualizations of distinguishing characteristics of 
these two groups of children. Each of these instruments had 
one individual scale that differed significantly by group 
status. 
It was anticipated that mothers of ADHD+CD/ODD children 
would demonstrate a deficit in general social skill 
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functioning; however, this was not born out. On the SSI, 
ANOVA's of the individual scales revealed a significant 
difference due to ADHD+CD/ODD status on only one of the 
individual scales. Mothers of ADHD+CD/ODD boys scored 
higher on the Emotional Control subscale (F[l,38] = 5.43, £> 
= .025) than mothers of the ADHD group. Table 3 shows the 
results of univariate tests for the individuals scales on 
the SSI. Means and standard deviations of the groups are 
reported in Table 5. 
Insert Table 5 about here 
On the PBI it was hypothesized that mothers of 
ADHD+CD/ODD children would be less accepting of their 
child's behavior be it good or bad (Acceptance), and be less 
emotionally involved with them (Child Centeredness). 
Interestingly, the reverse of this last prediction occurred, 
as only one scale (Child Centeredness) differed 
significantly by group (F[2,38] = 4.58, ̂  = -03). Mothers 
of ADHD+CD/ODD children reported higher levels of Child 
Centeredness. Table 6 displays the means and standard 
deviations for the PBI. 
Insert Table 6 about here 
Social Factors in ADHD families Page 86 
On the CVFES it was hypothesized that ADHD+CD/ODD 
children would rate their family environments as lower on 
the Cohesion, Achievement-Orientation, Intellectual-Cultural 
Orientation, Moral-Religious Emphasis, and Organization, 
while rating their families higher on the Conflict and 
Control scales. In general, these prediction were not 
substantiated. In addition to the lack of overall 
significance on CVFES, ANOVA's revealed that only the 
subscale Organization (F[2,38] = 5.0, 2 = -03) differed 
significantly between the groups. ADHD+CD/ODD children 
rated their families as less Organized than did ADHD 
children. Table 3 displays the results of the ANOVA for the 
CVFES. Means and standard deviations between groups are 
reported in Table 7. 
Insert Table 7 about here 
Given that a recent study found that mothers of 
CD+ADD/H children reported higher levels of affective 
disorders in themselves and more frequently had a diagnosis 
of anti-social personality disorder than mothers of ADHD 
children (Lahey et. al, 19 88), it was hypothesized that 
mothers of ADHD+CD/ODD children would score higher on the 
Depression, Anxiety, and Hostility scales of the Scl-90. 
However, on the SCL-90R there were no significant 
differences found for any of the individual scales. 
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Moreover, a t-test revealed no significant difference 
between the mean Total Score for mothers of ADHD children 
(M=44.7, SD=29.2) and mothers of ADHD+CD/ODD children, 
(M=60.6, SD=50.1), (t[38] = 1.22, e = .22). Means and 
standard deviations for each of the individual scales on the 
SCL-90R are listed by group in Table 8. 
Insert Table 8 about here 
On the FES it was hypothesized that mothers of 
ADHD+CD/ODD children would report less emotional support 
(Cohesion), lower levels of personal expression 
(Expressiveness), and lower levels of personal independence 
(Independence). Furthermore, it was suggested that mother 
of ADHD+CD/ODD children would report placing less emphasis 
on educational and cultural activities (Achievement 
Orientation and Intellectual-Cultural Orientation 
respectively). It was also hypothesized that mothers of 
ADHD+CD/ODD children would be more disorganized, and thus 
score lower on the Organization subscale of the FES. 
Finally, due to the possible higher level of stress in the 
homes of ADHD+CD/ODD children, it was suggested that mothers 
of ADHD+CD/ODD would rate their families higher on the 
Conflict scale. A series of ANOVA's revealed no significant 
differences for any of the individual scales, suggesting 
that these groups are much similar than expected with regard 
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to the mothers' perceptions of the family environment. 
Means and standard deviations for the FES are reported in 
Table 9. 
Insert Table 9 about here 
On the CRPBI it was predicted that ADHD+CD/ODD children 
would perceive and rate their families as less accepting 
(Acceptance) and less sacrificing of their personal time and 
needs for them (Child Centeredness). It was also 
hypothesized that ADHD+CD/ODD children would acknowledge 
that their parents utilize more "psychological control," 
reflected in higher scores on Instilling Anxiety and Control 
Through Guilt. Finally, it was believed that there would be 
no difference between groups on the subscales of Lax 
Discipline and Nonenforcement, reflecting the possible 
inconsistences of the parents' disciplinary strategies in 
both groups of families. However, a series of ANOVA's 
revealed no significant differences based on group status. 
Means and standard deviations for the CRPBI are reported in 
Table 10. 
Insert Table 10 about here 
For the BDI and the DAS, it was hypothesized that 
mothers of ADHD+CD/ODD children would report higher levels 
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of depressive symptoms and more distress in their primary 
"significant other" relationship. However, t-tests 
conducted to determine group differences revealed that on 
the BDI there was no significant difference between the 
levels of reported depression in the mothers of ADHD 
children (M=6.35, SD=5.14) and the mothers of ADHD+CD/ODD 
children (M=7.45, SD=1. 66) , (t. [38] = 1.6, 2 = -ID/ although 
mothers of the co-morbid children reported slightly higher 
levels of depression. Similarly, on the DAS there was also 
no significant difference in reported relationship 
satisfaction between mothers of ADHD+CD/ODD children 
(M=9 3.7, SD=26.70) and mothers of pure ADHD children (M= 
95.0, SD=25.5) , (t. [38] = .16, 2 = -87). Means, standard 
deviations and t-values for the BDI, DAS and the Shipley are 
listed in Table 11. 
Insert Table 11 about here 
Differences in Perceptions of the Family Environment between 
Mothers and Sons 
To examine possible perceptual differences between 
mothers and sons regarding the parent's behavior and the 
family environment, the children in this study filled out 
two questionnaires that were designed to assess the same 
factors that were assessed by similar questionnaires filled 
out by their mothers (the FES/CVFES and the PBI/CRPBI). 
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To determine whether a perceptual difference existed, a 
mean discrepancy score was computed for each measure for 
each subject. The magnitudes of these discrepancy scores 
were compared for the groups. The mean discrepancy score 
was calculated for each questionnaire by taking each scale 
from the child's measure and subtracting its value from the 
value of the corresponding scale on the mother's form. The 
absolute values of these differences were then summed, 
providing a measure of absolute (not directional) 
discrepancy. It was hypothesized that the discrepancy score 
would be higher for the ADHD+CD/ODD dyads than for the ADHD 
dyads. in comparing the difference scores for the FES with 
those from the CVFES, a t-test revealed no significant 
difference (t[38] = -1.14, 2 = -26) between the mean 
discrepancy score calculated for the ADHD children and their 
mothers (M=135, SD=26.61) and the mean discrepancy score 
calculated for ADHD+CD/ODD children and their mothers 
(M=146.15, SD=34.11), although the absolute discrepancy for 
the co-morbid group was higher. The mean discrepancy scores 
for each group as derived by these calculations are listed 
in Table 12. 
The second measure for which a mean discrepancy score 
was calculated was the CRPBI. It was again hypothesized 
that the ADHD+CD/ODD dyads would produced a greater 
discrepancy score than would ADHD dyads. However, this was 
not substantiated, as a t-test revealed no significant 
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difference (t. [38] = -1.40, JD = -169) between the mean 
discrepancy score calculated for the ADHD children and their 
mothers (M=72.15, SD=10.26) and the mean discrepancy score 
calculated for ADHD+CD/ODD children and their mothers 
(M=76.90, SD=11.14), although again the co-morbid group 
showed more discrepancy. 
Insert Table 12 about here 
POSSIBLE VARIABLES AFFECTING MOTHER'S REPORTING 
Although these issues were not included in a specific 
hypothesis of this study, several studies have demonstrated 
that marital discord, maternal depression and the 
combination of the two increases parental reporting of 
deviance in their children (Hechtman, 19 81; Befera & 
Barkley, 1985; Hops et al., 1987). Analyses were conducted 
to examine the correlations between the mothers1 BDI and DAS 
scores and their ratings of their son's behavior on the CBCL 
to determine if indeed these are related. For the purposes 
of these analyses, the Externalizing and Internalizing 
scales from the CBCL were correlated with the BDI and DAS. 
For ADHD mothers, the BDI was significantly correlated with 
the Externalizing scale (r = +.49, p < .05). Interestingly, 
the Externalizing Scale and internalizing were also 
positively correlated (r = +.54, p < .05) with each other in 
this subgroup. 
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For the ADHD+CD/ODD mothers, the BDI was also 
positively correlated with the Externalizing scale (r = 
+.44, 2 = < .05), but was negatively correlated with the DAS 
total score (r = -.45, £ < -05). Similarly to ADHD mothers, 
the Externalizing and Internalizing factors were positively 
correlated (r = +.50, £ < .05). These results are presented 
in Tables 13 and 14. 
Insert Table 13 and 14 about here 
GROUP BY MEDICATION EFFECTS 
Since several children in each group were currently on 
medication for their hyperactivity, it was determined that 
the data should be analyzed taking into consideration the 
medication status of the children to look for possible 
medication effects. A series of MANOVA's was conducted to 
ascertain whether an interaction existed between group 
status (ADHD or ADHD/CD+ODD) and medication status 
(currently medicated or not) on the following measures 
(CBCL, FES, SSI, PBI, CRPBI, CVFES and the SCL-9 0R). The 
results revealed that a main effect for medication status 
had occurred on both the CBCL (F [2,28] = .44, jd=.03) an(j the 
FES (F [2,27]=.48, 2=-02). The results of these MANOVA's, F 
values and their significance levels, are listed in Table 
15. On the remaining four instruments (SSI, PBI, CRPBI, and 
CVFES) there were no overall significant interactions. 
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Insert Table 15 about here 
As highlighted above, both the FES and the CBCL were 
found to have significant Group by Medication status 
interactions. On the FES, the interaction can be accounted 
for primarily by the Cohesion scale, although univariate 
tests failed to attain significance. As can be seen from 
Table 16, mothers of non-medicated ADHD children reported 
substantially higher levels of Cohesion (M=47.81, SD=16.33) 
in their families than mothers of medicated ADHD children 
(M=23.25, SD=18.37) , (F [1,36] - 3.96, £ = .054). 
On the CBCL the interaction can be accounted for 
primarily by the scale of Social Problems, although once 
again univariate tests failed to attain significance for 
this scale. As can be seen from Table 17 mothers of 
medicated ADHD children reported more Social Problems for 
their children (M=8.75, SD=3.59) than mothers of non-
medicated ADHD children (M=4.25, SD=2.35), (F [1,36] , 2 = 
.052). Means, standard deviations, and graphed interactions 
for these two scales are listed in Tables 16, 17, and Charts 
1 & 2 respectively. 
Insert Tables 16 and 17 and Figures 1 and 2 about here 
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Next, a series of ANOVA's was conducted for the 
individual scales of each of the previously mentioned 
instruments (CBCL, FES, SSI, PBI, CRPBI, CVFES) to determine 
if group by medication interactions were significant for the 
scales, and to uncover any possible trends in the data. 
Tables 18 and 19 list the results from these univariate 
tests. 
Insert Table 18 and 19 about here 
As can be seen from a review of these tables, only two 
scales revealed a significant Group by Medication status 
interaction. On the CRPBI, post-hoc _t-tests revealed that 
ADHD children on medication rated their mothers less 
"Accepting" (M=74.75, SD= 5.12) than ADHD children not on 
medication (M=82.93, SD=5.36), (t[18] = 2.75, 2 = -013). In 
addition, ADHD children also rated their mothers less 
Accepting than did ADHD+CD/ODD children who were also on 
medication (t[13] = 3.24, p = .006). Although data from 
fathers are not reported in detail here, it is noteworthy 
that this Group by Medication interaction on the Acceptance 
scale was not found in either ADHD or ADHD+CD/ODD children's 
reports of their father's behavior. Means and standard 
deviations are reported in Table 20. See Chart 3 for a 
graph of the interaction effect. 
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The second significant Group by Medication interaction 
was on the SCL-9 0R. Mothers of non-medicated ADHD+CD/ODD 
children reported significantly more Additional Items 
(M=1.09, SD=.37) than mothers of non-medicated ADHD children 
(M=.658, SD=.71), (t[18] = 3.24, £ = -004). Means and 
standard deviations are listed in Table 21. See Chart 4 for 
a graph of the interaction effect. 
CHAPTER SEVEN 
Discussion 
The purpose of this study has been two-fold: to examine 
possible psychosocial and perceptual factors that may 
differentiate families with an ADHD child from those that 
have a child with a co-diagnosis of ADHD+CD/ODD, and to 
investigate familial factors which may exacerbate the 
progression of behavioral disturbances (i.e., to ODD & CD) 
in ADHD children. 
MATERNAL PSYCHOSOCIAL FACTORS 
The first of such factors to be examined was that of 
maternal adjustment. Previous research conducted by Lahey, 
Piacentini, McBurnett, Stone, Hartdagen & Hynd (1988) 
demonstrated the relationship between co-morbid conditions 
of Conduct disorder in ADHD children and parental 
psychiatric disorders. In general, they found maternal 
psychopathology to be related to Conduct disorder and to the 
co-morbid condition of CD+ADD/H, but not to ADHD alone. 
Interestingly, the findings of the present study suggest 
that mothers of both ADHD and ADHD+CD/ODD children may be 
more homogeneous than thought with regard to psychiatric 
status. Despite the fact that mothers of ADHD+CD/ODD 
children reported higher levels on each of the individual 
scales on the SCL-90R, they were not statistically 
distinguishable based on this measure. 
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One possible explanation for the discrepancy between 
the present study and the Lahey et, al. study is that in the 
current study the overwhelming majority of children given 
the diagnosis of ADHD+CD/ODD were actually ADHD+ODD, and 
were not diagnosable with Conduct disorder. The Lahey et, 
al. study did not incorporate children who were co-morbid 
with Oppositional Defiant disorder. As a result, the two 
studies may differ in the populations actually being 
studied, the Lahey et, al. study actually using two 
populations that were more divergent. As such, it is 
possible that mothers of ADHD children and ADHD+ODD children 
are relatively comparable with regard to psychiatric status, 
whereas mothers of ADHD+CD children are not. 
The differentiation between parents of CD children and 
ADHD children has recently been reported on by Frick, Lahey, 
Christ, Loebar and Green, (1991) . Frick et, al. found 
several differences in the biological relatives of boys with 
ADHD and CD. Specifically, the mothers, fathers and other 
biological relatives of the ADHD children were more likely 
to have a history of ADHD symptomatology (e.g., 
impulsiveness, inattention), but not severe psychopathology, 
whereas the relatives of CD boys were more likely to have a 
history of substance abuse and/or a history of CD 
themselves. In a subsequent study, Frick, Lahey, Loeber, 
Stouthamer-Loeber, Christ and Hanson, (1992) examined 
familial risk factors to oppositional defiant disorder and 
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conduct disorder, examining both parental psychopathology 
and maternal parenting. They found that the level of 
parental psychopathology and problematic maternal parenting 
for ODD children was lower than that found in families of 
children with CD; however, higher levels of parental 
substance abuse and antisocial personality disorder were 
found in the families of ODD children than in the clinic 
control children. 
Finally, with a similar format as the present study, 
Barkley, Anastopoulos, Guevremont, and Fletcher (1992) 
examined adolescents with ADHD alone, ADHD with a co-
diagnosis of ODD, and a control group on a variety of 
instruments measuring "family conflict, family beliefs, 
maternal adjustment, and observations of mother-adolescent 
interactions during both a neutral and conflict discussion." 
In this study, Barkley et, al. also utilized the SCL-90R to 
assess maternal adjustment. Interestingly, they found no 
significant differences on any of the individual scales 
between the mothers of ADHD children and the mothers of 
ADHD/ODD children. While, there were several scales which 
differentiated the mothers of ADHD/ODD children and the 
mothers of the control group children, no scale was 
significantly different between the pure ADHD mothers and 
the mothers of the control group children. These findings 
appear to support the contention that although there may be 
a difference between the adjustment of mothers of ADHD 
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children and mothers of ADHD/CD children, this difference 
does not appear to strong enough to differentiate the 
mothers of ADHD children and ADHD/ODD children. In 
addition, recent research seems to suggest that this same 
pattern is true with regards to both fathers and first 
degree relatives of ADHD, ADHD/ODD and ADHD/CD children 
(Barkley et al., 1992; Frick et al., 1992b; Frick et al., 
1992a). 
Two other indicators of maternal adjustment were used 
in this study, the BDI and the DAS. Similarly to what was 
observed on the SCL-9 0R, mothers of both ADHD children and 
ADHD+CD/ODD children were undistinguishable based on their 
scores, although mothers of ADHD+CD/ODD children reported 
more distress on both measures. 
That mothers of ADHD+CD/ODD children scored in the 
minimal depression range on the BDI (7.45) is consistent 
with the findings of Befera and Barkley (1984) who found 
that mothers of ADHD males also scored in the minimal range 
(7.5). However, this finding is contrary to the majority of 
studies which have found that mothers of ADHD children 
typical rate themselves as more depressed than mothers of 
control children (Brown et al., 1988; Cunningham et al., 
1988) . 
There are several possible explanations of why mothers 
of ADHD+CD/ODD boys did not report significantly higher 
levels of depression, as expected. The first possibility, 
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given that the BDI scores were in the minimal range, is that 
the two groups of mothers were functioning quite well, 
neither of them feeling more depressed than the other. A 
second possibility, is that with a larger number of subjects 
the difference between their scores would have become 
significant (jd =.11 in the current sample). Finally, as 
discussed in relation to the SCL-9OR, mothers of ADHD 
children and mothers of ADHD/ODD children may be more 
similar than mothers of ADHD children and mothers of ADHD/CD 
children. This point can not be directly addressed by the 
present study. 
On the DAS both sets of mothers rated their most 
significant relationship, (i.e., that being with the male 
who has been the most significant in the child's life) near 
the distressed level; however, the two scores were not 
significantly different. That mothers of ADHD children 
report marital discord is consistent with the findings of 
several researchers (Befera & Barkley, 1984; Weiss & 
Hechtman, 1986) . 
The last measure utilized to address maternal 
psychosocial variables that may contribute to the 
progression of more serious behavioral disorders in ADHD 
children was the Social Skills Inventory. Despite the lack 
of overall significance, based on an MANOVA, in 
differentiating the two groups, mothers of ADHD+CD/ODD 
children reported utilizing more Emotional Control than 
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mothers of ADHD children. The higher score on this measure 
reflects the acknowledgement of the ADHD+CD/ODD mothers that 
they have the ability to "control and regulate" emotional 
and nonverbal displays. Emotional control includes the 
"ability to convey particular emotions on cue and to hide 
feelings behind an assumed mask" (Riggio, 1989). High 
scores on this scale are thought to reflect a person who 
controls against displaying his or her emotions. However, 
it should be noted that although mothers of ADHD children 
and mothers of ADHD+CD/ODD children differed on this scale, 
both groups' scores were in the normal range. 
Interestingly, although Emotional Control was the only 
scale that significantly differed between groups, on three 
identical scales on the SSI inventory both the ADHD and 
ADHD+CD/ODD mothers differed from the norms provided by 
Riggio (Emotional Sensitivity, Social Expressivity, and 
Social Sensitivity). The most prominent discrepancy between 
the mothers in this study and the mothers of the normative 
sample is on Emotional Sensitivity. This scale reflects 
ones ability in "receiving and interpreting the nonverbal 
communications of others" (Riggio, 1989). Individuals with 
low scores on this scale, including both sets of mothers in 
this study, are likely to have difficulty attending to and 
accurately interpreting the subtle emotional cues of others. 
The low scores on both the Social Expressivity and Social 
Sensitivity scales suggests that both sets of mothers have 
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difficulty in verbal expression and the ability to interpret 
verbal communication from others. In addition, individuals 
with low scores on the Social Sensitivity commonly have a 
poor understanding of social norms regulating social 
behavior. 
Mothers of both sets of boys in this study appear to 
have some social skill deficits when compared to a normative 
sample of woman, although these deficits do not distinguish 
them from each other. These social skill deficits may have 
deleterious effects in their communication (both receptive 
and expressive) with their children and may contribute to 
some degree to attentional problems in general (given that 
the deficits were common to both groups). This point will 
be addressed in the dissertation portion of this study when 
Communication Deviance is examined in the two groups. 
In general, the psychosocial factors examined for this 
study do not differentiate the two groups of mothers. In 
fact, the two groups of mothers appear to be functioning at 
a relatively normal level of adjustment. As suggested, the 
similarity between these two groups may be attributed to the 
lack of conduct disorder as a co-morbid condition, and the 
two groups may be very comparable with regard to the 
measures selected. 
MATERNAL PERCEPTIONS OF HER FAMILY ENVIRONMENT, HER 
PARENTING SKILLS, AND HER CHILD 
Mothers of both ADHD and ADHD+CD/ODD children perceived 
their family environments within the normal range on all 
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scales of the FES and did not differ from each other on any 
scale. This finding is in contrast to that of Haddad, 
Barocas and Hollenbeck (1991) who found that mothers of 
conduct disordered boys age 9 to 13 perceived their families 
as lower in Cohesion, higher in Conflict, and lower in 
Active-Recreational Orientation when compared with mothers 
of a group of control children and a clinic control of 
anxiety-disordered children. The fact that the Haddad et 
al. sample did not contain subjects who were co-morbid with 
ADHD may account for this difference, but seems doubtful. 
The additional diagnosis of ADHD with CD is likely to 
increase the stress in the family environment, not decrease 
it. 
The findings of the present study also appear to 
contradict those of Kolko and Kazdin (1990), who found that 
mothers of males age 6 to 13 years who were in an inpatient 
setting for firesetting, perceived more Conflict in their 
families and less Cohesion, Independence, Achievement 
Orientation, Intellectual-Cultural Orientation, Moral 
Religious Emphasis, and Organization than that of a group 
control mothers of boys the same age. 
That the present study did not incorporate a control 
group may account for the lack of some findings that would 
have emerged in a comparison of families of normal boys age 
6 to 11; however, this does not account for the lack of 
differentiation between the two subject groups. The lack of 
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perceived difference between the two environments may be 
explainable by not having a significant amount of children 
with a co-diagnosis of CD in this sample. Had the there 
been a third group of children in this study who consisted 
solely of ADHD+CD the results may have resembled those of 
Haddad et al., (1991). 
The second area of maternal perception that was 
examined was parental behavior based on the Parent Behavior 
Inventory. Interestingly, and contrary to expectations, 
mothers of ADHD+CD/ODD children reported higher levels of 
Child Centeredness than did mothers of pure ADHD children. 
The scale of Child Centeredness is thought to reflect an 
emotional connection or congruence between parent and child. 
The central idea behind the scale is that the parent is 
finding enjoyment and satisfaction when his or her children 
are happy and satisfied. Statements such as "I enjoy it 
when my child brings friends to my home," "I make my child 
feel like the most important person in my life, and "I enjoy 
staying at home with my child more than going out with my 
friends" are contained on this scale. 
This finding is not only contrary to what was 
hypothesized, but also to the findings of Kolko & Kazdin 
(1991) who found that mothers of behaviorally disturbed 
children perceived their families discipline as being more 
lax (Lax Discipline) than that of controls. These mothers 
also reported utilizing anxiety (Instilling Anxiety) as a 
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behavioral technique in an effort to get compliance more 
often than that of controls, and eventually not enforcing 
the rules and consequences of noncompliance (nonenforcement) 
more often than controls. 
Although the two groups of mothers in the present study 
only differed on the scale of Child Centeredness, it is of 
interest that they differed markedly on four scales from 
both the controls and the firesetters in the study by Kolko 
and Kazdin (1991). Both groups of mothers in the present 
study rated lower levels of Acceptance than did the mothers 
of either group in the Kolko study for their children's 
behavior; however, the mothers in the present study both 
reported significantly higher levels of Child Centeredness 
than the mothers in the Kolko study. In addition, the 
mothers in the present study perceived more Lax Discipline 
in their parenting than did any group of mothers in the 
Kolko study, and finally, both sets of mothers in the 
present study acknowledged higher levels of Nonenforcement 
of their rules and consequences when their children did not 
obey than did any group of mothers in the Kolko study. 
Given that there is little differentiation between the 
two groups of mothers in this study, particularly in their 
perceptions of their parenting behavior, it may be more 
helpful to consider the two groups together and as similar 
given their unique experience of living with and parenting 
an ADHD child. It is of great interest that both sets of 
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mothers in this study reported lower rates of Acceptance of 
their child's behavior, but both reported substantially more 
Child Centeredness. However, given the increased level of 
disruptive behaviors normally associated with ADHD children, 
acceptance of that behavior may not be a useful parental 
technique. Furthermore, the higher rates of Child 
Centeredness of both sets of mothers in this study may 
suggest strong parental involvement and concern for their 
children. participation in a study such as this may also be 
reflective of this care and concern. This makes a positive 
statement about the group of mothers that participated in 
this study. 
The third area of maternal perceptions that was 
examined concerned her child's behavior via the CBCL. As 
predicted, mothers of ADHD+CD/ODD children rated their sons 
higher on the Aggressive behavior scale, but unexpectedly 
also rated their children higher on the Somatic complaints 
and Anxiety/Depression scales. Contrary to the hypotheses 
of this study, mothers of ADHD+CD/ODD children and ADHD 
children rated their sons similarly on the Hyperactivity 
scale and Delinquent behavior scales; however, the 
Delinquent behavior scale exhibited a strong trend towards 
significance (F =.054). Finally, mothers of ADHD+CD/ODD 
children rated their children higher on both the 
Externalizing and Internalizing scales than did mothers of 
ADHD children. 
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These findings are partially supported by Steingard, 
Biederman, Doyle, and Sprich-Buckminster (1992), who found 
that ADHD males age 6 to 16 with a co-morbid condition of 
either ODD, CD, major depression (MD), or anxiety disorder 
(AD) were rated more severely on every scale of the CBCL 
than a control group of children. In addition, the co-
morbid group was rated significantly higher than the pure 
ADHD children on the Aggression, Delinquency, Hyperactivity, 
Withdrawal and Depression scales of the CBCL. 
Interestingly, the only scale that differed between the pure 
ADHD children and the control group was the Hyperactivity 
scale on the measure. Biederman et al., (1992) suggest that 
the CBCL is sensitive to distinguishing between pure ADHD 
children and ADHD children with a co-morbid diagnosis. 
That the co-morbid children in the Biederman et al., 
(1992) had higher levels of Withdrawal may be accounted for 
by their use of different co-morbid conditions. Perhaps 
incorporating children with anxiety and depressive disorders 
in the co-morbid condition effected both the Depression 
scale and the Withdrawal scale. In the present study, 
higher scores on the Somatic complaints and 
Anxiety/Depression scales seem to be tied to the additional 
diagnosis of ODD, but no direct connection can be made at 
this point. Additional research needs to be conducted to 
ascertain what relationship these factors may have to the 
co-morbid diagnosis of ODD in ADHD children. 
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The finding that Aggression significantly-
differentiated the ADHD children from the ADHD+CD/ODD 
children appears to support Barkley's theory of the 
development of aggression in ADHD children. To briefly 
review, Barkley (199 0) puts forward the theory that ADHD 
children are not themselves aggressive, and as such 
separates aggressiveness out of the conceptualization of 
ADHD as a disorder; rather, he believes that aggression 
manifests itself in ADHD children when there is a co-morbid 
condition such as ODD or CD. Barkley postulates that the 
development of aggression is accounted for by either child 
management methods, parental psychopathology, and/or marital 
distress. Given the lack of differences between the two 
groups of mothers on the SCL-90R and the DAS, the present 
study suggests that marital distress and maternal 
psychopathology are not sufficient for the development of 
aggression in ADHD children, although they may be necessary. 
Future research will need to address more directly the 
parental techniques utilized by both mothers of ADHD+CD/ODD 
children and mothers of ADHD children that may create 
aggression in ADHD children, perhaps then creating an 
opportunity for ODD to develop. 
One area of concern for this study was whether there 
would be an increase in the mothers' report of deviant 
behavior for their children as a result of increased 
distress in their significant relationship (DAS) and/or 
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their own affective condition as assessed by the BDI. 
Cunningham et al., (1988) demonstrated that depressed 
mothers rate their children's misconduct as more severe on 
behavior rating scales than non-depressed mothers, and as 
more deviant than would be warranted by observer rating 
scales (Webster-Stratton, 1988). In the present study, the 
BDI, DAS and the Externalizing and Internalizing scales of 
the CBCL were correlated to determine if such as 
exacerbation had occurred in each group, interestingly, for 
both groups the BDI was positively correlated with the 
Externalizing and Internalizing scale of the CBCL, 
suggesting that such an exacerbation had occurred based on 
the mothers' level of depression. However, the correlations 
were roughly the same for both groups, and thus it is felt 
that if such an increase did occur in this study, it 
affected both groups approximately equal. The correlations 
also revealed that for the mothers of ADHD+CD/ODD children, 
the BDI was negatively correlated with her DAS score. This 
negative correlation seems intuitive, as one can understand 
how distressed relationships may cause an increase in 
depressive affect and vice versa. More surprising is that 
this correlation did not hold for mothers of ADHD children, 
as their BDI and DAS scores were not correlated. Finally, 
the DAS was not significantly correlated with the 
Externalizing or Internalizing scale of the CBCL. 
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These findings suggest that there was an increase in 
the mothers reporting of her sons deviance based on her 
reported level of relational stress and depressive 
symptomatology; this coincided with the findings of 
Cunningham et al., (1988). That the BDI and DAS were 
uncorrelated for mothers of ADHD children may suggest that 
their relationships were more insulated from temporal 
affective variances, or that perhaps their significant 
relationship worked as a strong social support during times 
of depression. These findings also need to be interpreted 
with caution, as there was great variance in the time frame 
for reporting associated with the two measures. On the DAS 
all mothers were asked to report the most significant 
relationship with regard to interactional time with their 
child in question. This may or may not have been the 
child's biological father, and it may not have been the 
mother's most current relationship; however, the mother was 
asked to fill out the BDI as per the instructions which 
limit her responding to the "past 7 days including today." 
Thus, there is a great variability that could have occurred 
in the reporting by these sets of mothers based on these 
instructions. The possibility remains that the mothers 
continued to experience similar affect during the week they 
filled out the BDI as they did when they were in the 
relationship reported on. In retrospect, few mothers 
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actually reported on a past relationship, other than an ex-
husband who was still actively involved with her child. 
CHILD PERCEPTIONS OF HIS FAMILY ENVIRONMENT AND HIS PARENTS' 
BEHAVIOR 
As previously noted, the children in this study filled 
out the Child's Version of the Family Environment Scale 
(CVFES), and the Child's Report of the Parent Behavior 
Inventory (CRPBI) to allow an examination of the perceptions 
ADHD children have of their parents' behavior and their 
family environments, and also to compare the perceptions of 
mothers and sons regarding these variables. In a similar 
fashion as their mothers, ADHD and ADHD+CD/ODD males 
reported little difference in their perceptions of their 
parents' behavior or their family environment. Both sets of 
boys found their parents to be Accepting, acknowledged their 
Lax Discipline, and reported that their parents often 
Controlled through Guilt. No significant differences were 
found between groups of boys on any scale on the CRPBI. 
Separate analyses were carried out for the boys' reports of 
their mothers' behavior and that of their fathers' behavior 
on the CRPBI. Interestingly, no significant differences, 
using t-tests on the mean discrepancy scores (see results 
section for exact manner of discrepancy calculation), were 
found between the boys' reports of their mothers' and 
fathers' behavior towards them, although fathers typically 
scored lower than mothers on the majority of scales. 
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These findings are similar to Kolko & Kazdin (1990), 
who used the CRPBI with a group of firesetters and a group 
of controls. In the study by Kolko, both sets of boys felt 
their mothers and fathers Accepted them and were uniformly 
Child Centered; however, the firesetters in this study 
reported that their mothers were more Lax in their 
Discipline, utilized more Anxiety to produce compliance, and 
reported that their mothers more frequently Nonenforced her 
rules and consequences than did controls. These findings 
were not significant for the fathers in any condition in the 
Kolko study. 
That no scale differed significantly between groups for 
fathers in either the present study or the Kolko study may 
reflect the lack of involvement the fathers had in the 
discipline or parenting in general of these boys. However, 
as noted above, subsequent analyses in the present study 
demonstrated that there was no significant difference 
between mothers and fathers on any scale. Thus, rather than 
a general lack of involvement, it would seem most likely 
that the fathers are the not primary disciplinarians in 
these family systems, or if they are, they utilize different 
parenting techniques than the mothers. 
On the CVFES there was also an overall lack of 
difference between ADHD and ADHD+CD/ODD boys' perceptions of 
their family environments, with the exception that 
ADHD+CD/ODD boys rated their family environment as less 
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Organized" than that of ADHD boys. This finding is similar 
to that of Margalit (1985), who found that a group of ADHD 
children (boys and girls) perceived their family 
environments as less ordered than those of the controls. 
Without a control group in the present study it is hard to 
say whether the ADHD group would have reported intermediate 
levels of Organization compared to a control group and the 
ADHD+CD/ODD children, but it seems a natural progression 
from the available data. 
Overall, ADHD and ADHD+CD/ODD children perceive their 
family environments as relatively Cohesive, moderate in 
Conflict, and feel encouraged to find their Independence. 
Based on the children's perceptions, the families of both 
groups seem to place an average amount of emphasis on 
Intellectual-Cultural activities and Active-Recreational 
Activities. Contrary to expectations, these results suggest 
that the environments of these two groups of children are 
relatively similar, at least with regard to the constructs 
selected for inclusion in this study. Several healthy 
components of the family environment are perceived by both 
sets of children. 
DIFFERENCES BETWEEN MOTHERS' AND SONS' PERCEPTIONS 
In an effort to examine whether greater differences 
existed between the perceptions of mothers of ADHD children 
and their sons and mothers of ADHD+CD/ODD children and their 
sons, a mean discrepancy score was calculated for each 
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mother son dyad on both the CVFES and the CRPBI (see results 
section for exact manner of discrepancy calculation). 
Interestingly, and contrary to expectations, there was no 
significant difference between the two sets of dyads on 
either measure, although, ADHD+CD/ODD dyads did report more 
discrepancy for each measure. There are no real studies to 
compare these findings to, this is one of the first studies 
to actually compare the differences between the perceptions 
of ADHD mothers and sons in this fashion. 
The lack of significant differences on these scores may 
be attributed to both members' of the dyad accurately 
perceiving their environments and parental behavior, or to 
both mis-perceiving it at the same level, which seems 
doubtful. Another possibility is that the measures selected 
for this comparison were not sensitive enough to detect 
differences that may exist between these pairs. Having 
personally worked with both measures extensively at this 
point, this examiner believes that the CVFES may have lacked 
this sensitivity, whereas the CRPBI was overly fatiguing for 
the population in question because of it's length and 
monotony. 
Finally, given the small sample size of the current 
study (N=40) more pronounced and significant differences may 
have occurred with a larger sample size. As mentioned in 
the results section, on the mean absolute discrepancy score 
for the CVFES, a t-test revealed a directional effect that 
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ADHD+CD/ODD dyads may report higher discrepancy than that of 
ADHD dyads (t[38] = -1.14, e = -26). Likewise, ADHD+CD/ODD 
dyads also reported higher discrepancy scores on the CRPBI, 
but this difference again failed to reach significance 
(t[38] = -1.40, p = .169). Examining possible perceptual 
differences between ADHD dyads with and without co-morbid 
conditions appears to warrant further research, possibly 
with more sensitive measures and a larger sample size. 
MEDICATION EFFECTS 
Due to the fact that the sample used in this study was 
a community based sample, parents were not requested to 
remove their children from any medication they might be 
taking for their attentional disorder. Thus groups were 
formed in both conditions that were diverse with regard to 
medication status, leaving the direct possibility that a 
medication effect may have occurred. In an effort to 
examine this possibility, all of the original statistical 
tests were re-computed examining Group by Medication 
interactions. Results indicate that of the seven major 
instruments utilized in this study, only the Family 
Environment Scale and the Child Behavior Checklist had a 
main effect based on Group by Medication interactions. In 
addition, two other scales from separate measures attained 
significance (Acceptance on the CRPBI and Additional Items 
on the SCL-90R). 
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The Group by Medication interaction that was observed 
on the FES can primarily be accounted for by the Cohesion 
scale, although the interaction failed to attain 
significance when univariate tests were applied. However, a 
strong trend was observed (2 =.054). Mothers of medicated 
ADHD children rated their families as much lower on the 
Cohesion scale than did mothers of ADHD children not on 
medication. The Cohesion scale is commonly understood to 
reflect the "degree of commitment, help, and support family 
members provide for one another" (Moos & Moos, 1986). As 
such, mothers of unmedicated ADHD children may be attempting 
through their own efforts to manage their child's behavioral 
problems, whereas, mothers of medicated ADHD children may 
have decided to let psychotropics "help" them in their care 
of their child. This medication effect may reflect a more 
pervasive trait of the mothers who decide to utilize 
medication for their child, such that in general they have 
less commitment to help their ADHD child, or possibly that 
medicated ADHD children are more severely disturbed and thus 
have alienated their mothers more (see below). 
The CBCL also exhibited a significant Group by 
Medication interaction. An examination of the individual 
scales reveals that this interaction can be primarily 
accounted for by the scale Social Problems. Although 
univariate tests failed to attain significance for this 
scale, a strong trend was observed (p =.052). Based on this 
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scale, mothers of medicated ADHD children report higher 
levels of Social problems for their child than do mothers of 
unmedicated ADHD children. This finding may shed light on 
the decision process a mother of an ADHD child goes through 
when deciding to try psychotropics, or may minimally be one 
of the contributing factors that go into deciding to seek 
help from a medical professional for medications. This 
finding suggests that when their ADHD child is experiencing 
social problems, be it at school or at home, the mothers 
more frequently decided to try medication, whereas in ADHD 
children who are not having as high of level of social 
problems mothers do not seek psychotropics as often as a 
treatment choice. 
In subsequent univariate tests of these measures two 
scales demonstrated significance despite the lack of an 
overall Group by Medication interaction. On the CRPBI, ADHD 
children who were on medication perceived significantly less 
Acceptance by their parents than did ADHD children not on 
medication, but also perceived less Acceptance than did 
ADHD+CD/ODD children who were on medication. This finding 
seems to suggest that for a particular subgroup of ADHD 
children, being placed on medication may be perceived as or 
co-occur with a lack of "Acceptance" of them. 
That ADHD+CD/ODD children did not demonstrate this same 
interaction is of interest and may reflect some parental 
effect that has been undetected. One possibility that can 
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be deduced from the present study comes from the observation 
that mothers of ADHD+CD/ODD children reported higher levels 
of Child Centeredness in their relationships with their 
child, and that ADHD children on medication reportedly have 
more social problems than that of ADHD children not on 
medication. Perhaps this combination of increased social 
problems and a mother who is less Child Centered can account 
for the decreased level of Acceptance ADHD children feel 
when they are placed on medication. This finding would seem 
to have direct treatment implications, as well as medication 
compliance issues for ADHD children who are beginning 
psychotropic treatment. For example, sensitizing the mother 
to the feelings a child may have when placed on a medication 
to control his behavior (i.e., I'm bad; they don't like me 
the way I am; I'm being punished; etc.) may encourage her to 
counter the negative self - statements of the child both 
behaviorally (by physical affection) and verbally (positive 
statements regarding his personhood). Feeling more accepted 
by their mothers and realizing that taking the "pill" is not 
a punishment, may help to increase both self-esteem and 
medication compliance in ADHD children. 
The last Group by Medication interaction that was 
observed in this sample was that mothers of medicated ADHD 
children reported higher levels of Additional Items on the 
SCL-90R than mothers of unmedicated ADHD children. This 
finding may indicate that mothers who are experiencing 
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Additional symptoms (e.g., poor appetite, sleep 
disturbances, feelings of guilt, and thoughts of death or 
dying) find it more difficult to cope with the behavior of 
their ADHD child and so choose to use medication as part of 
the treatment. However, it may also reflect a subgroup of 
mothers who may themselves have had a greater likelihood to 
have been on psychotropics in the past and thus may be more 
open to utilizing medication for their family members in 
general. Unfortunately, this information was not gathered 
from this sample of mothers. 
Overall, these four interactions seem to portray a 
picture that mothers who are experiencing increased stress 
from "additional symptoms" of psychiatric disorders have 
trouble providing a family environment that facilitates 
Cohesion. Perhaps as a result, their ADHD child begins 
having Social problems either at school, at home or at both. 
At some point the mother then decides to utilize medication 
for her child's deviant and probably stressful acting out. 
Finally, that mothers of ADHD children reported less Child 
Centeredness than mothers of ADHD+CD/ODD children may also 
factor into the medicated ADHD child feeling less accepted 
when placed on medication than those ADHD who are not. This 
possible portrayal in homes with ADHD children is highly 
speculative, as is the causal progression of ADHD symptoms 
into more serious behavioral disorders (i.e., ODD & CD). 
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The findings that taking medication may carry with it a 
message to the child is beginning to be researched in the 
literature (Pelham, Murphy, Vannatta, Milich, Licht, Gnagy, 
Greenslad, Greiner and Vodde-Hamilton, 1992). In another 
study examining "messages" conveyed by medication Whalen, 
Henker,-Hinshaw, Heller, and Huber-Dressler (1991) found 
that stimulant treatment has "unintended yet detectable 
effects on self-cognitions." In their study Whalen et 
al., (1991) examined the self - evaluations ADHD children make 
after a failure or success in a laboratory setting after 
being told they were either receiving their medication or a 
placebo. Unfortunately, despite having a mixed group of 
ADHD children (several with co-morbid diagnosis of ODD and 
CD,) the authors did not analyzed their results separately 
for these groups. However, they did find that medication 
information (i.e., whether the subjects believed they 
receives their regular medication or a placebo) caused more 
effect in self-appraisals than in causal judgments about 
their performance. 
It would appear that this line of research will need to 
increase given the continued use of psychotropics with ADHD 
children. If attributions, self-appraisals, and family 
relationships/environments are being affected by placing 
ADHD on medication, then further research will be needed to 
examine how to minimize these effects and how to increase 
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the felt level of Acceptance and Cohesion that is so vital 
in the development of a healthy parent-child relationships. 
LIMITATIONS OF THE PRESENT STUDY 
As is common in research, several methodological 
limitations must be acknowledged in interpreting these data. 
To begin, this study had a small sample size based in a 
community that may or may not be reflective of America as a 
whole. Secondly, other than the actual diagnoses of the 
children, all of the measures where self-report and carry 
with them all of the limitations commonly associated with 
similar measures (i.e., forgetting, social desirability 
effects, lack of effort etc.). 
in addition, there is a strong possibility of a 
sampling bias based on the amount of time and commitment 
subjects had to give to complete the study (2 separate 
appointments each 2 to 3 hours long), and the possibility 
that the monetary renumeration also biased the sample toward 
those families who needed the money more to participate, or 
who were more interested in exploring their child's 
behavioral problems. 
Finally, the total lack of data collected from fathers 
continues to limit the entire research area with ADHD 
children. Of interest, several mothers and fathers of the 
children in this study questioned why the fathers were not 
being considered, and several fathers showed-up to 
participate in the clinical interview with their wife and 
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participated at some level. Future research would be wise 
to rethink their position that fathers of ADHD will be 
unavailable or unconcerned to participate in these studies. 
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APPENDIX A 
DSM-III CRITERIA 
Diagnostic Criteria for Attention 
Deficit Disorder with Hyperactivity 
The child displays, for his or her mental and chronological 
age, signs of developmentally inappropriate inattention, 
impulsivity, and hyperactivity. The signs must be reported by 
adults in the child's environment, such as parents and 
teachers. Because the symptoms are typically variable, the 
they may not be observed directly by the clinician. When the 
reports of teachers and parents conflict, primary 
consideration should be given to the teacher reports because 
of greater familiarity with age-appropriate norms. Symptoms 
typically worsen in situations that require self-application, 
as in the classroom. Signs of the disorder may be absent when 
the child is in a new or a one-to-one situation. 
The number of symptoms specified is for children between the 
ages of eight and ten, the peak age range for referral. In 
younger children, more severe forms of the symptoms and a 
greater number of symptoms are usually present. The opposite 
is true of older children. 
A. Inattention. At least three of the following: 
1. often fails to finish things he or she starts 
2. often doesn't seem to listen 
3. easily distracted 
4. has difficulty concentrating on schoolwork or other 
tasks requiring sustained attention 
5. has difficulty sticking to a play activity 
B. Impulsivity. At least three of the following: 
1. often acts before thinking 
2. shifts excessively from one activity to another 
3. has difficulty organizing work (this not being due to 
cognitive impairment) 
4. needs a lot of supervision 
5. frequently calls out in class 
6. has difficulty awaiting turn in games or group 
situations 
C. Hyperactivity. At least two of the following: 
1. runs about or climbs on things excessively 
2. has difficulty sitting still or fidgets excessively 
3. has difficulty staying seated 
4. moves about excessively during sleep 
5. is always "on the go" or acts as if "driven by a 
motor" 
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D. Onset before the age of seven 
E. Duration of at least six months 
F. Not due to Schizophrenia, Affective Disorder, or Severe or 
Profound Mental Retardation. 
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APPENDIX B 
DSM-III-R CRITERIA 
Diagnostic Criteria for Attention 
Deficit Disorder with Hyperactivity 
NOTE: Consider a criterion met only if the behavior is 
considerably more frequent than that of most people of the 
same mental age. 
A. A disturbance of at least six months during which at 
least eight of the following are present: 
(1) often fidgets with hands or feet or squirms in 
seat (in adolescents, may be limited to 
subjective feelings of restlessness) 
(2) has difficulty remaining seated when required 
to do so 
(3) is easily distracted by extraneous stimuli 
(4) has difficulty awaiting turn in games or group 
situations 
(5) often blurts out answers to questions before 
they have been completed 
(6) has difficulty following through on 
instructions from others (not due to 
oppositional behavior or failure of 
comprehension), e.g., fails to finish chores 
(7) has difficulty sustaining attention in tasks 
or play activities 
(8) often shifts from one uncompleted activity to 
another 
(9) has difficulty playing quietly 
(10) often talks excessively 
(11) often interrupts or intrudes on others, e.g., 
butts into other children's games 
(12) often does not seem to listen to what is being 
said to him or her 
(13) often loses things necessary for tasks or 
activities at school or at home (e.g., toys, 
-pencils, books, assignments) 
(14) often engages in physically dangerous 
activities without considering possible 
consequences (not for the purpose of thrill-
seeking), e.g., runs into street without 
looking 
Note: The above items are listed in descending order of 
discriminating power based on data from a national field trial 
of the DSM-III-R criteria for Disruptive Behavior Disorders. 
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Onset before the age of seven. 
Does no meet criteria for a Pervasive Developmental 
Disorder. 
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APPENDIX C 
Child Rating Form 
Child's Name Age Grade 
Completed by 
Circle the number in the ONE column which best describes the child. 
Not at Just a Pretty Very 
all little much much 
1. Often fidgets or squirms in seat. 0 12 3 
2. Has difficulty remaining seated 0 12 3 
3. Is easily distracted. 0 12 3 
4. Has difficulty awaiting turn in groups. 0 12 3 
5. Often blurts out answers to questions. 0 12 3 
6. Has difficulty following instructions. 0 12 3 
7. Has difficulty sustaining attention 0 12 3 
to tasks. 
8. Often shifts from one uncompleted 0 12 3 
activity to another. 
9. Has difficulty playing quietly. 0 12 3 
10. Often talks excessively. 0 12 3 
11. Often interrupts or intrudes on others. 0 12 3 
12. Often does not seem to listen. 0 12 3 
13. Often loses things necessary for task. 0 12 3 
;14. Often engages in physically 0 12 3 
| dangerous activities without 
considering consequences. 
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APPENDIX D 
CHILD PROFILE 
Child's Name. Child's Age 
Filled out by. Child's Sex [ ]M [ ]F 
Directions: Below is a list of item that describe pupils. For each item that 
describes the pupil now or within the past week, check whether the item is Not 
True, Somewhat or Sometimes True, or Very or Often True. Please check all items 
as well as you can, even if some do not seem to apply to this pupil. 
1. Fails to finish things he/she starts [ ] [ ] [ 
2. Can't concentrate, can't pay attention for long [ ] [ ] [ 
3. Can't sit still, restless, or hyperactive [ ] [ ] [ 
4. Fidgets [ ] [ ] [ 
5. Daydreams or gets lost in his/her thoughts [ ] [ ] [ 
6. Impulsive or acts without thinking [ ] [ ] [ 
7. Difficulty following directions [ ] [ ] [ 
8. Talks out of turn [ ] [ ] [ 
9. Messy work [ ] [ ] [ 
10. Inattentive, easily distracted [ ] [ ] [ 
11. Talks too much [ ] [ ] [ 
12. Fails to carry out assigned tasks [ ] [ ] [ 
Please feel free to write any comments about the pupil's work or behavior in t 














PLEASE RETURN THIS FORM IN THE STAMPED ENVELOPE PROVIDED 
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HOME SITUATIONS QUESTIONNAIRE 
Child's name Date 
Name of person completing this form 
Instructions: Does your child present any problems with compliance to instructions, commands, or 
rules for you in any of these situations? If so, please circle the word yes and then circle a number 
beside that situation that describes how severe the problem is for you. If your child is not a prob­
lem in a situation, circle No and go on to the next situation on the form. 
Situations Yes/No If yes, how severe? 
(Circle one) Mild (Circle one) Severe 
Playing alone Yes No 1 2 3 4 5 6 7 8 9 
Playing with other children Yes No 1 2 3 4 5 6 7 8 9 
Mealtimes Yes No 1 2 3 4 5 6 7 8 9 
Getting dressed/undressed Yes No 1 2 3 4 5 6 7 8 9 
Washing and bathing Yes No 1 2 3 4 5 6 7 8 9 
When you are on the Yes No 1 2 3 4 5 6 7 8 9 
telephone 
Watching television Yes No 1 2 3 4 5 6 7 8 9 
When visitors are in your home Yes No 1 2 3 4 5 6 7 8 9 
When you are visiting someone's home Yes No 1 2 3 4 5 6 7 8 9 
In public places (restaurants, stores, Yes No 1 2 3 4 5 6 7 8 9 
church, etc.) 
When father is home Yes No 1 2 3 4 5 6 7 8 9 
When asked to do chores Yes No 1 2 3 4 5 6 7 8 9 
When asked to do homework Yes No 1 2 3 4 5 6 7 8 9 
At bedtime Yes No 1 2 3 4 5 6 7 8 9 
While in the car Yes No 1 2 3 4 5 6 7 8 9 
When with a babysitter Yes No 1 2 3 4 5 6 7 8 9 
For Office Use Only 
Total number of problem settings Mean severity score 
13 
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ADHD CLINIC PARENT INTERVIEW 
Name of Child — Interview Date 
Interviewer — Informant 
Patient No. 
Reason for Referral: 
Referral Source: 
Parental Objectives: APPENDIX F 
5 1991 by The Guilford Press. A Division of Guilford Publications, Inc. This form may be reproduced for personal use. 
6 
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I. DEVELOPMENTAL FACTORS 
A. Prenatal History 
1. How was your health during pregnancy? 























Do you recall using any of the following substances or medications during pregnancy? 
3. Beer or wine 
(1) Never 
(2) Once or twice 
(3) 3-9 times 
(4) 10-19 times 
(5) 20-39 times 
(6) 40+ times 
5. Coffee or other caffeine (Cokes, etc.) 
Taken together, how many times? 
(1) Never 
(2) Once or twice 
(3) 3-9 times 
(4) 10-19 times 
(5) 20-39 times 
(6) 40+ times 
4. Hard liquor 
(1) Never 
(2) Once or twice 
(3) 3-9 times 
(4) 10-19 times 
(5) 20-39 times 
(6) 40+ times 
6. Cigarettes 
(1) Never 
(2) Once or twice 
(3) 3-9 times 
(4) 10-19 times 
(5) 20-39 times 
(6) 40+ times 
7. Did you ingest any of the following substances? 
Valium (Librium, Xanax) 
Tranquilizers 
Antiseizure medications (e.g., Dilantin) 
Treatment for diabetes 
Antibiotics (for viral infections) 
Sleeping pills 
Other (please specify: ) 
B. Perinatal History 
8. Did you have toxemia or eclampsia? 
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20. Were there problems with the infant's responsiveness (alertness)? No (0) 
Yes (1) 
21. Did the child experience any health problems during infancy? No (0) 
Yes — (1) 
22. Did the child have any congenital problems? No (0) 
Yes (1) 
23. Was the child an easy baby? By that I mean did (s)he cry a lot? Very easy — (1) 
Did (s)he follow a schedule fairly well? Easy (2) 
Average (3) 
Difficult (4) 
Very diff. (5) 
24. How did the baby behave with other people? More sociable thar i average (1) 
Average sociability (2) 
More unsociable than average (3) 
25. When (s)he wanted something, how insistent was (s)he? Very insistent (1) 
Pretty insistent (2) 
Average (3) 
Not very insistent (4) 
Not at all insistent (5) 
26. How would you rate the activity level of the child as an infant/ Very active (1) 
toddler? Active (2) 
Average (3) 
Less active (4) 
Not active (5) 
D. Developmental Milestones 
27. At what age did (s)he sit up? 
28. At what age did (s)he crawl? 
29. At what age did (s)he walk? 
30. At what age did (s)he speak single words (other than "mama" or 
"dada")? 
3-6 mos. (1) 
7-12 mos. (2) 
Over 12 mos. (3) 
DK 
6-12 mos. (1) 
13-18 mos. (2) 
Over 18 mos. (3) 
DK 
Under 1 yr (1) 
1-2 yr (2) 
2-3 yr (3) 
DK 
9-13 mos. (1) 
14-18 mos. (2) 
19-24 mos. (3) 
25-36 mos. (4) 
37-48 mos. (5) 
DK 
9 
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43. Which of the following illnesses has the child had? (For the 











Other diseases (specify): 
44. Has the child had any accidents resulting in the following? 





Stomach pumped — 
Eye injury 
Lost teeth — 
Sutures 
Other (specify): 
45. How many accidents? 
46. Has he ever had surgery for any of the following condi­
tions? (0 = No; 1 = Yes) 










Eye, ear, nose, & throat 
Digestive disorder 
Urinary tract 





3-5 times (3) 
6-8 times (4) 
Over 8 times (5) 
11 
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Anticonvulsants 
Duration of use 
Antihistamines 
Duration of use 
Other prescription drugs 
Duration of use 
Specify: 
57. Has the child ever had any of the following forms of 
psychological treatment? If so, how long did it last? 
IV. SCHOOL HISTORY 




Duration of use 
Cylert 
Duration of use 
Individual psychotherapy 
Duration of therapy 
Group psychotherapy 
Duration of therapy 
Family therapy with child 
Duration of therapy 
Inpatient evaluation/Rx 
Duration of inpatient stay 
Residential treatment 
Duration of placement 
Kindergarten 
Grades 1 through 3 
Grades 4 through 6 
Grades 7 through 12 
58. Has the child ever been in any type of 
special educational prdgram, and if so, how 
long? 
Learning disabilities class 
Duration of placement 
Behavioral/emotional disorders class 
Duration of placement 
Resource room 
Duration of placement 
Speech & language therapy 
Duration of therapy 
Other (please specify) 
Duration 
13 
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66. On the average, what percentage of the time does your child 0-20% (1) 




67. To what extent are you and your spouse consistent with Most of the time (1) 
respect to disciplinary strategies? Some of the time (2) 
None of the time (3) 
68. Have any of the following stress events Parents divorced or separated (1) 
occurred within the past 12 months? Family accident or illness (2) 
Death in family (3) 
Parent changed job (4) 
Changed schools (5) 
Family moved (6) 
Family financial problems (7) 
Other (please specify) (8) 
VII. DIAGNOSTIC CRITERIA 
69. Which of the following are considered to 
be a significant problem at the present 
time? (0 = No; 1 = Yes) 
70. When did these problems begin? (Specify age): 
71. Which of the following are considered Often loses temper 
to be a significant problem at the pres- Often argues with adults 
ent time. (0 = No; 1 Yes) Often actively defies or refuses adult 
requests or rules 
Often deliberately does things that an­
noy other people 
Often blames others for own mistakes 
Is often touchy or easily annoyed by 
others 
Is often angry or resentful 
Fidgets 
Difficulty remaining seated 
Easily distracted 
Difficulty awaiting turn 
Often blurts out answers to questions 
before they have been completed 
Difficulty following instructions 
Difficulty sustaining attention 
Shifts from one activity to another 
Difficulty playing quietly 
Often talks excessively 
Often interrupts or intrudes on others 
Often does not listen 
Often loses things 
Often engages in physically dangerous 
activities 
TOTAL FOR ADHD = (8 or more) 
15 
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79. Which of the following are considered Depressed or irritable mood most of day, 
to be a significant problem at the pres- nearly every day 
ent time? (0 = No; 1 = Yes) Diminished pleasure in activities 
Decrease or increase in appetite assoc. 
with possible failure to make weight gain 
Insomnia or hypersomnia nearly every day 
Psychomotor agitation or retardation 
Fatigue or loss of energy 
Feelings of worthlessness or excessive in­
appropriate guilt 
Diminished ability to concentrate 
Suicidal ideation or attempt 
TOTAL for Major Depressive Episode (items 3-9) = (5 or more) 
80. When did these problems begin? (Specify age): 
81. Which of the following Depressed or irritable mood for most of the day x  1 yr 
are considered to be a Poor appetite or overeating 
significant problem at the Insomnia or hypersomnia 
present time? (0 = No; Low energy or fatigue 
1 = Yes) Low self-esteem 
Poor concentration or difficulty making decisions 
Feelings of hopelessness 
Never without symptoms for > 2 mos. over a 1-yr 
period 
TOTAL for Dysthymia (items 2-7) = (2 or more) 
82. When did these problems begin? (Specify age): 
VIII. OTHER CONCERNS 
83. Has the child exhibited any of the symptoms Stereotyped mannerisms 
below? (0 = No; 1 = Yes) Odd postures 
Excessive reaction to noise or fails 
to react to loud noises 





(NOTE: The remaining questions in this section are optional.) 
84. Has the child exhibited any symptoms of Loose thinking (e.g., tangential ideas, 
thought disturbance, including any of the circumstantial speech) 
following: (0 = No; 1 = Yes) Bizarre ideas (e.g., odd fascinations, 
delusions, hallucinations) 
Disoriented, confused, staring, 
or"spacey" 
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SIP 
INSTRUCTIONS: 
Below is a l ist  of problems people sometimes have, 
news* read each one carefully,  and circle the number to 
the right that best describes MOW MUCH THAT PROB­
LEM HAS DISTRESSED OR BOTHERED YOU DUR­
ING THE PAST 7 DAYS INCLUDING TODAY. Circle 
only one number for each problem and do not skip any 
i fms. If  you change your mind, erase your f irst mirk 
carefully Read the example below before beginning, 
and if  you have any questions please ask about them. 
SEX 







MAniTAL S TA [US MAR SEP OtV ,VID Sir, 
EXAMPLE 
HOW MUCH WERE 
YOU DISTRESSED BY 
1 Bodyaches 
DATE 




j  AGE 
j 
L _! 
VISIT NUMflEll  
HOW MUCH WERE YOU DISTRESSED BY: 
1 Headaches 1 0 1 3 
2.  Nervousness or shakinoss inside 2 0 l 3 
.? Repeated unpleasant thoughts that won't  leave v'*ur mind 3 0 1 
-> 
C 3 
4 Faintness or dizziness <\ 0 t 2 3 
n Lo^s of sexual interest or pleasure 5 0 \ 
3 j 
fi Fil ing crit ical  of others G o i -> 3 1 
7 Th" Men that someone else cnn control your ihoif j t i tc 7 p » -> i t r> OHing others are to blame for most of your troubles 0 0 
o Tro-i l i l"  rfmombering things n n ' ! ; 3 
! '  >  Worried alv)i . i t  sloppiness or carelessness in 0 , 3 
I  1 Te^linri  r»n«;i |y annoyed or irr i tated 1 i  n I 3 
1 2. Tains in heart or chest 1 2 n I i 
1 '* F"«*l inn afraid in open spaces or on the streets 11 (i i -> -> 
1 1 reeling low in energy or slowed down 1 1  -1 i 
I  ̂  Thot't ihts of ending your l i fe I  r> (i 
1 <\ Hearing voices that other people do not hear r> 1 *> i 
1 7 7 remhlinci I  7 M ? 3 
! n r e °l intt  that most people cannot be trusted I r> l} 1 \ 
1  n Poor appetite 1  n  < >  } . 
? n  Crying easily ?() ( l •  1  i  J 
7 1 Fr'pl i ' iq shy or uneasy with the opposite cr>x 7 1 < ) 
1  
j 
? 7 Tclings of being trapped or caught ( \ 
i  i 
-  1 Si"l ' i«nlv scared for no reason 7 1 i  1  3 
2 1  Temper outbursts that you could not control 'M ' 
•  i  
1  
1 
7 I". Fooling afraid to go out of your house alone 7 5 o ' 
? n Blaming yourself  for things ?n j  i 1 
? ' pnin'-  in lower back 7 7 n > -» I  1  I  
1  
••  o  f foi inrj  blocked in gett ing things done 
"> 1 j 
" 
I  )  
j 
n T""' inn l 'mo|y :<) \ ' 1 ' i ' 
~<< i f  on' jnri  l i |ur> N » | 1 '  11 mn mitfh ah'Mit thii'OS > i  ! i  
i > f  ""'iiifj mi iiitr,<r>st in thing* > 7 
i  
' 
1 1 r l p  1  i (  I  rr> n » f  1  ' 1  * n  1  ' ' 1 r # • i I» 1 <-> '«1 i n f  | n :> rI| y I'lfft 1 1  i  *  j  
* f j .1^1 11 rt  i  |} f j  ^ ly/me (>f your I ' l  i"- '  I"  I  • I  U I  11' I '  
, I"1 Ity I ̂ nnr>"l H f l» * ' Pl'» n T. r Mi, t it i' f >ti l! 
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HOW MUCH WERE YOU DISTRESSED BY 














































n n  
n  1  
"7 
<-> /i 
reeling Dili firs do not understand you 01 arc iinsym path otic 
f ooljufj that people are imfrienrlly nr dislike yon 
Having to (h) things ver y slowly to insure correctness 
I  Io.it t  pounding or racing 
Nausea or upset stomach 
l"«-;of«i»f| inferior tnnlli'MS 
Soreness of your muscles 
reelinrj that yon are watched nr talked about !>y others 
I rouble asleep 
Having to check and double chock what you do 
IJi f  t i r .ul ty making decisions 
Toolit i t j  afraid to travel on husrs, subways, or trains 
Trouble gett ing your breath 
I  lot nr cold spells 
Having to avoid certain things, placcs, or activit ies because they ( l ighten you 
Your mind going blank 
Numbness or t ingling in parts of your body 
A lump in your throat 
Feeling hope less about the fut ure 
Trouble concentrating 
Tcoling weak in parts of your body 
Feeling tense or keyed up 
I  lea vy feelings in your ai  ms or logs 
Thoughts of death or dving 
Overeo'ing 
Feeling uneasy when people are watching or tal l ' inrt  . - 'bout you 
'  la ving thoughts that are not your own 
Having uioosto beat,  injure,  ot harm someone 
A'vnl-cning in the early morning 
Having to repeat the same ar. ' ini is such as touching courting, or washing 
l i l" ' , | i  that is restless or disturbed 
I  l . -V' inn urges to break or smash things 
I  taviny irt^as or beliefs that others do not share 
Fr-<->i:rifj wy self-consrioi>s wiih other s 
Togling uneasy in crowds, such as shopping or at a movie 
feniii.(i everything is an effort 1 
Sp°'ls of 'error or panic 
ron|ina uncomfortable about eating or drinking in public 
Get t ing into frequent argumen ts 
r «e'inri  ne.vous when voti  are left  alone 
Olhers not yiving you proper credit  for your achievements 
Feeling lonely oven when you pre with people 
reeling so restless you couldn't  sit  st i l l  
Feelings of worthlessness 
fh" fueling that something toad is going to happen I" yu 
Shouting or throwing things 
Te^ling afraid you wil l  faint in public 
Fnn|i»in dint people wil l  take adwantaoe of ym if yon let them 
II a >ii ,n thoughts about se» that bother you a In r 
Thii'lna that you shouM b° punished for your sins 
Fli - >"oh t ̂  and images of a f i,ghtoning nn tmi o 
[!>" !'l "n tint cnmnthirn r"i i'-us is wrong with yr,ui l>"dy 
' ' f I i f ' lnr(; f M a M o I f 1 f p̂ |' 
I I... -
I f )  I 
•.f 'I'ill I 
* h •' I r' \ r i > r* f I»i (w ) j 
'II 
I • 
r " m  r| v • i I h y "' m mind 
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BECK INVENTORY 
Name. , Date. 
On this questionnaire are groups of statements. Please read each group of statements carefully. Then pick 
out the one statement in each group which best describes the way you have been feeling the PAST WEEK, 
INCLUDING TODAY: Circle the number beside the statement you picked. If several statements in the group 
seem to apply equally well, circle each one. Be sure to read ail the statements in each group before 
making your choice. 
3 0 
i do no( (eel sad. 
I feel sad. 
I am sad ail the time and I can t snap out of it. 
i am so sad or unnappy that 1 can I stand it. 
I am not particularly discouraged about the future. 
1 feet discouraged about the future. 
I feel I have nothing to look forward to. 
1 feet that the future is hopeless and that things cannot 
improve. 
I do not feel like a failure. 
I feel I have failed more ihan the average person. 
As I look back on mv life, all I can see is a lot of failures. 
! feel I am a complete failure as a person. 
I get as much satisfaction out of ihings as i used to. 
! don t enjoy things ihe way 1 used to. 
t don t get real satisfaction out of anything anymore. 
I am dissatisfied or bored with everything. 
12 0 I have not lost interest in other people. 
1 1 am less interested in other people than 1 used to be. 
2 I have lost most ot my interest in other people. 
3 i have lost ail of my interest in other people. 
1J 
14 
I make decisions about as well as I ever could. 
I put otf making decisions more than I used to. 
I have greater difficulty in making decisions than before. 
I can t make decisions at ail anymore. 
t don t feel I look any worse than 1 used to. 
1 am worried that 1 am looking old or unattractive. 
I feel thai there are permanent changes in my appearance 
that make me look unattractive. 
1 believe that I look ugiy. 
15 0 1 can work about as well as before. 
1 It takes an extra effort to get started at doing something. 
2 1 have to push myself very hard to do anything. 
3 I can t do anv work at ail. 
5 0 I don't feel particularly guilty. 16 
1 I feel euiitv a good part of the time. 
2 1 feel quite guilty most of (he time. 
3 I feel guilty all of the nme. 
6 0 I don t feel I am being punished. 
1 I feel 1 may be pu.ushed. 
2 I expect to ot punisred. 17 
3 I feel 1 am being punished. 
7 0 I don t reel disappointed in myself 
1 I am disappointed in mvself. 
2 I am disgusted with myself. 18 
3 1 hate myself. 
S 0 I don t feel I am anv worse than anybody else. 
1 I am critical ot myself for my weaknesses or mistakes. 
2 1 blame myself all the time for my faults. 19 
3 I blame myself for everything bad that happens. 
9 0 I don i have any thoughts of killing myself 
1 I have thougnts of killing myself, but 1 would not carry 
them nut. 20 
2 I v>ouid like to kill myself. 
3 I wouid kill myself if i had the chance. 
10 
11 
0 I can sleep as well as usual. 
1 1 don t sleeo as well as I used to. 
2 I wake up 1-2 hours eariier than usual and find it hard to get 
back to sleep. 
3 I wake up several hours earlier than I used to and cannot get 
back to sleep. 
0 I don t get more tired than usual. 
1 1 get tired more easily than I used to. 
2 I get tired from doing almost anything. 
3 1 am too tired to do anything. 
0 My appetite is no worse than usual. 
1 My appetite is not as good as it used to be. 
2 My appetite is much worse now. 
3 I have no appetite at ail anymore. 
0 I haven 't lost much weight, if any. lately. 
1 I have lost more than 5 pounds. I am purposely trying to lose weight 
2 I have lost more than 10 pounds, by eating less. Yes No 
3 I have lost more than 15 pounds. 
0 I am no more womed about my health than usual. 
1 1 am worried about pnysicai prooiems sucn as aches and 
pains: or upset stomach; or constipation. 
2 I am very womed about physical problems and it s hard to 
0 t don't cry any more than usual. 
1 I cry more now than 1 used to. 
2 I cry ail the time now. 
3 I used to be able to cry, but now I can't cry even though I 
want to. 
I) I am no more irritated now than I ever am. 
1 I get annoved or imiated more easily than I used to. 
2 I feel irritated ail the time now. 
3 I don t get irritated at all by the things that used :u irritate 
me. 
think of much else. 
3 I am so womed about my physical problems that 1 cannot 
think about anything else. 
21 0 I have not noticed any recent change in my interest in sex. 
1 I am less interested m sex than 1 used to be. 
2 I am much less interested in sex now. 
3 I have lost interest in sex completely. 
Reproduction without author 's express written consent is not permitted. Additional copies and/or permission to use this scale may be obtained 
rrom: CENTER FOR COGNITIVE THERAPY. Room o02. 133 South 36th Street. Phiiadeipnia. PA 19104 
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Vocabulary Test and Abstraction Test 
\ 
NAME APPEND-IX I 
In the test below, the first word in each line is printed in capital letters. Opposite it are four 
other words. Draw a line under the one word which means the same thing, or most nearly the same thing, 
as the first word. A sample has been worked out for you. If you don't know, guess. Be sure to under-
line the one word in each line that means the same thing as die first wori 
sample 
LARGE red big silent wet 
begin here 
(1) TALK draw eat speak sleep 
(2) PERMIT allow sew cut drive 
(3) PARDON forgive pound divide tell 
(4) COUCH pin eraser sofa glass 
(5) REMEMBER swim recall number defy 
(0) TUMBLE drink dress fall think 
(7) HIDEOUS silvery tilted young dreadful 
(8) CORDIAL swift muddy leafy hearty 
(9) EVIDENT green obvious sceptical afraid 
(10) IMPOSTOR conductor officer book pretender 
(11) MERIT deserve- distrust fight separate 
(12) FASCINATE welcome fix stir enchant 
(13) INDICATE defy excite signify bicker 
(14) IGNORANT red sharp uninformed precise 
(15) FORTIFY submerge strengthen vent deaden 
(16) RENOWN length head fame loyalty 
(17) NARRATE yield buy associate tell 
(IS) MASSIVE bright large speedy low 
(19) HILARITY laughter speed grace malice 
(20) SMIRCHED stolen pointed remade soiled 
(21) SQUANDER tease belittle cut waste 
(22) CAPTION drum ballast heading ape 
(23) FACILITATE help turn strip bewilder 
(24) JOCOSE humorous paltry fervid plain 
(25) APPRISE reduce strew inform delight 
(26) RUE eat lament dominate cure 
(27) DENIZEN senator inhabitant fish atom 
(23) DIVEST dispossess intrude rally pledge 
(29) AMULET charm orphan dingo pond 
(30) INEXORABLE untidy involatile rigid sparse 
(31) SERRATED dried notched armed blunt 
(32) LISSOM rrioldy loose supple convex 
(33) MOLLIFY mitigate direct pertain abuse 
(34) PLAGIARIZE appropriate intend revoke maintain 
(35) ORIFICE brush hole building lute 
(36) QUERULOUS maniacal curious devout complaining 
(37) PARIAH outcast priest lentil locker 
(33) ABET waken ensue incite placate 
(39) TEMERITY rashness timidity desire kindness 
(40) PRISTINE vain sound first level 
Copyright 1939 by The Institute of Living,  The Neuro-Psychiatric Institute ot the Hartford Retreat.  
Copyright renewed 1967 by Barbara Shipley Boyle.  
Printed in the United States of America.  
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Complete the following. Each dash ( ) calls for either a number or a letter to be filled in. 
line is a separate item. Take the items in order, but don't spend too much time on any one. 
start here 
(1 )  1 2 3 4 5 _ 
(2)  white black short long down 
(3 )  AB BC CD D 
( 4 )  Z  Y X  W V U  
(5 )  1 2  3  2 1  2 3 4 3 2  3 4 5 4 3  4 5 6  
(6 )  NE/SW SE/NW E/W N/_ 
(7 )  escape scape cape 
(8 )  oh ho rat tar mood 
(9 )  A Z B Y C X D  
(10) tot tot bard drab 537 
( I D  mist is wasp as pint in tone 
(12 )  57326 73265 32657 26573 
(13) knit in spud up both to stay 
(14) Scotland landscape scapegoat ee 
(15) surgeon 1234567 snore 17635 rogue 
(16) tam-tan rib rid rat raw hip 
(17 )  tar pitch throw saloon bar rod fee  t ip  end 
(18 )  3124 82 73 154 46 13 — 
(19 )  
<-
lag leg pen pin big bog rob — 
(20) two w four r one o three 
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APPENDIX J 
University of Montana 
Child-Study 
Your Name Child's Name 
Relationship to Child Child's Age 
Number of Siblings for Child 
Number of Siblings Living in Household with Child 
Today's Date 
DIRECTIONS 
The following statements are some things parents do. Please 
read each sentence and place a checkmark in the column to indicate 
whether the statement is LIKE YOU, SOMEWHAT LIKE YOU, or NOT LIKE 
YOU. Please be sure to read each sentence and mark only one answer 
for each sentence. 
Thank You I 























1. I make my child feel better after he 
talks over his worries with me. 
2. I often give up something for myself to 
get something for my child. 
3. I regret that my child is growing up and 
spending more time away from home. 
4. I am patient with my child. 
5. I see to it that my child knows exactly 
what he may or may not do. 
6. I am very strict with my child. 
7. I believe in showing my love for my 
child. 
8. I want to know exactly where my child 
is and what he is doing. 
9. I feel hurt when my child doesn't follow 
my advice. 
10. I keep reminding my child about things 
he is not allowed to do. 
11. I soon forget the rules I have made. 
12. I usually find out about my child's 
misbehavior. 
13. I enjoy it when my child brings friends 
to my home. 
14. I say yes to anything my child wants. 
15. I continue to trust my child even if he 
breaks a promise. 
16. I spend very little time with my child. 
17. i won't talk to my child when he 
displeases me. 























18. I give my child as much freedom as he 
wants. 
19. I understand my child's problems and his 
worries. 
20. I make my child feel like the most 
important person in my life. 
21. I worry about my child when he is away. 
22. I don't help my child when he needs it. 
23. I believe that all my child's bad 
behavior should be punished in some way. 
24. I stick to a rule instead of allowing a 
lot of exceptions. 
25. I always listen to my child's ideas 
and opinions. 
26. I ask my child to tell me everything 
that happened when he is away from home. 
27. I think my child is not grateful when 
he doesn't obey. 
28. I don't forget very quickly the things 
my child does wrong. 
29. I punish my child for doing something 
one day, but ignore it the next day. 
30. I pay a lot of attention to my child's 
misbehavior. 
31. I allow my child to tell me if he thinks 
his ideas are better than mine. 
32. I excuse my child's bad behavior. 
33. I tell my child that one day he will be 
punished for all of the bad things that 
he is doing. 























34. I think my child is just someone to put 
up with. 
35. I speak to my child in a cold, matter-
of-fact voice when he offends me. 
36. I let my child go any place he pleases 
without asking. 
37. I comfort my child when he is afraid. 
38. I enjoy staying at home with my child 
more than going out with my friends. 
39. I am very involved in my child's life. 
40. I sometimes wish I didn't have any 
children. 
41. X see to it that my child is on time 
coming home from school or for meals. 
42. I almost always punish my child in some 
way when he is bad. 
43. I often praise my child. 
44. I keep a careful check on my child to 
make sure he has the right kind of 
friends. 
45. I tell my child how much I have suffered 
for him. 
46. I want to control whatever my child does. 
47. I sometimes allow my child to do things 
that I have said were wrong. 
48. I insist that my child do his homework. 
49. I let my child help decide how to do 
things we work on. 
50. I let my child stay up late if he keeps 
asking. 























51. I tell my child that someday he will be 
sorry he isn't a better child. 
52. I enjoy doing things with my child. 
53. I am less friendly with my child if he 
doesn't see things my way. 
54. I let my child dress in any way he 
pleases within reason. 
55. I am proud of the things my child does. 
56. I make my whole life center about the 
children in my family (or home). 
57. I do not approve of my child spending 
a lot of time away from home. 
58. I act as though my child is in the way. 
59. I insist that my child must do exactly 
as he is told. 
60. I see to it that my child obeys when I 
tell him something. 
61. I tell my child where to find out more 
about things he wants to know. 
62. I ask other people what my child does 
away from home. 
63. I tell my child that if he loves me 
he would do what I want him to do. 
64. I am always trying to change my child. 
65. I frequently change the rule my child 
is supposed to follow. 
66. I seldom insist that my child do 
anything. 
67. i ask my child what he thinks about how 
we should do things. 
























68. I can be talked out of an order, if my 
child complains. 
69. I think that any of my child's mis­
behavior is very serious and will have 
future consequences. 
70. I show my child that I love him. 
71. I avoid looking at my child when he 
disappoints me. 
72. I allow my child to spend his money in 
any way he likes. 
73. I like my child as he is and am not 
interested in changing him. 
74. I spend almost all of my free time with 
my children. 
75. I wish I could stay at home where I can 
take care of him. 
76. I make my child feel he is loved. 
77. I give my child certain jobs to do and 
do not allow him to do anything else 
until they are done. 
78. I am often punishing him for breaking 
rules. 
79. I tell my child that he makes me happy. 
80. I almost always want to know who phoned 
my child or wrote to him and what they 
said. 
81. I tell my child of all the things I have 
done for him. 
82. I let my child decide things for himself. 
83. I change my mind to make things easier 
for myself. 























84. I let my child get away without doing 
he has been given to do. 
85. I give my child the choice of what to 
do whenever possible. 
86. I can be talked into things easily. 
87. I talk to my child again and again about 
any of his misbehavior. 
88. I am always finding fault with my child. 
89. After my child upsets me, I won't have 
anything to do with him until he finds 
a way to make up with me. 









Most persons have disagreements In their relationships. Please Indicate below the approximate extent 
of agreement or disagreement between you and your partner for each item cn the following list. 
Almost Occa­ Almost 
Always always sionally Frequently always Always 
agree agree di sagree disagree disagree disagree 
1. Handling family flnanoes 5 4 3 2 1 0 
2. Matters of recreation 5 4 3 2 1 0 
3. Religious matters 5 4 3 2 1 0 
4. Uaiicnst rat ions of affection 5 4 3 2 1 0 
5. Friends 5 4 3 2 1 0 
6. Sex Relations 5 4 3 2 1 0 
7. Conventionality (correct 5 4 3 2 1 0 
or proper behavior) 
8. HiiUjtieiJiy of life 5 4 3 2 1 0 
9. Ways of dealing with 5 4 3 2 1 0 
puienls or in-laus 
10. Aiuti, goals, and things 5 4 3 2 1 0 
believed important 
U. /yuoiinl of tine s|ient 5 4 3 2 1 0 
tixjetlier 
12. Making major decisions 5 4 3 2 1 0 
n. llousel»old tasks 5 4 3 2 1 0 
14. leisure-Line interests 5 4 3 2 1 0 
and activities 







16. Iloi/ often do you discuss 
or have you considered 
divorce, separation or 
terminating your rel­
ationship? 
17. How often do you or 
your nate leave the 
house after a fight? 
0 
0 
18. In general, how often 
ck> you think that things 
IjuLween you and your, 
paitner are going well? 
19. Do you aonfida in 
your mate? 
20. Do you ever regret that 
you married (or lived 
together)? 0 
21. How often do you and 
your partner quarrel? 
22. How often do you and 
your mate "get on each 
ot Iter's nerves?" 
0 
23. Do you Kiss your mate? 
Almost 
Every day every day 
24. Do you and your mate engage in 
outside interests together? 
Most of 
All of them them 
Occasionally Rarely Never 
3 4 5 
3 4 5 
2 10 
2 10 
3 4 5 
3 4 5 
3 4 5 
Occasionally Rarely Never 
2 1 0 
Some of Very few of Ncne of 
tliem them titan 
2 10 
flaw often would you aay the following occur between you and your matat 
less Once OIOQ 
than onoe or twice or twloa Griaa a More 
Never a month a month a week day often 
25. Have a stimulating 0 12 3 4 5 
exchange of ideas 
26. Laugh together 0 12 3 4 5 
27. Calmly discuss 0 1 2 3 4 5 
sciielhing 
28. Woik toyotlier on 





Hiese are suite things about whldi couples sometimes agree and sane times disagree. Indicate If either itein ^ 
below caused differences of opinlcna or were problems In your relationship during tlte past few weeks. (Ctteck yea or noni 
CD 
o 





29. 0 1 Being too tired for sex 






f-h 31. Hie dots cn the following line represent different degrees of happiness in your relationship. Ttie point, 
"happy", represents the degree of happiness of most relationships. Please circle the dot that best pj 
describes the degree of happiness, all things oonsidered, of your relationship. 
i—' 





Extraiely Fairly A little Happy Very Extranely Perfect 
unhappy unhappy unhappy happy happy S" 
00 
OJ 
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APPENDIX L 




Rudolf H. Moos 
Instructions 
There are 90 statements in this booklet. .They are statements 
about families. You are to decide which of these statements are 
true of your family and which are false. Make all your marks on 
the separate answer sheet. If you think the statement is True 
or mostly True of your family, make an X in the box labeled T 
(true). If you think the statement is Fa/seormostly False of your 
family, make an X in the box labeled F (false). 
You may feel that some of the statements are true for some 
family members and false for others. Mark T if the statement is 
true for most members. Mark F if the statement is falseior most 
members. If the members are evenly divided, decide what is the 
stronger overall impression and answer accordingly. 
Remember, we would like to know what your family seems like 
to you. So do not try to figure out how other members see your 
family, but do give us your general impression of your family for 
each statement. 
© 
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0 
2 I  . in i i l \  membci  s  o f  ten keep 
t l ie i i  fee l ings to  themselves.  
3  We f ight  lo t  in  our  fami ly .  
^  -I  U 'e  don ' t  do th ings o i l  our  
<h own \e i  y  o f ten in  our  fami ly  
<V 5 .  U 'c  fee l  i t  is  impor tant  to  be 
^  the best  a t  whatever  you do.  
d. 
\  6. We of ten ta lk  about  po l i t ica l  
M  and soc ia l  prob lems.  
7 .  We spend most  weekends and 
1 - 1  evenings a t  home.  •H " 
S S.  Fami ly  members a t tend church,  
i+_i  synagogue,  or  Sunday School  
fa i r ly  o f ten.  
® 9.  Act iv i t ies  in  our  fami ly  are 
C pret ty  carefu l ly  p lanned.  
0 .  Fami ly  members are rare ly  
ordered around.  
w 
i-t I We often seem to be killing C) 
t ime at  home.  
We sav anyth ing we want  to  
^  around home.  
^3  Fami ly  members rare ly  be-
•H come openly  angry  
04 In  our  fami ly ,  we are s t ronglv  
0 2  encouraged to  be independent .  
5  Ccuing ahead in  l i fe  is  very  
impor tant  in  our  fami ly  
6 .  We rare lv  go to  lec tures,  p lays 
o i  concer ts .  
7  Fr iends o f ten come over  fo i  
d inne i  o i  to  v is i t .  
8  We don ' t  say prayers  in  our  
tami lv  
9  We arc  genera l ly  very  neat  and 
o i  der ly  
i u m  u u i  i , i IHIIy. 
21.  We put  a lo t  o f  energy in to  
what  we do at  home.  
22.  I t ' s  hau l  to  "b low of f  s team" 
at  home wi thout  upset t ing 
somebody.  
23.  Fami ly  members somet imes 
get  so angry  they throw th ings.  
24.  We th ink th ings out  for  
ourse lves in  our  fami ly .  
25.  How much money a person 
makes is  not  very  impor tant  
to  us.  
26.  Learn ing about  new and 
d i f ferent  th ings is  very  
impor tant  in  our  fami ly .  
27.  Noboby in  our  fami ly  is  ac t ive 
in  spor ts ,  L i t t le  League,  bowl ing,  
e tc .  
28.  We o f ten ta lk  about  the re l ig ious 
meaning o f  Chr is tmas,  Passover ,  
o r  o ther  ho l idays.  
29.  I t ' s  o f ten hard to  f ind th ings 
when you need them in  our  
household .  
30.  There is  one fami iv  member  
who makes most  o f  the 
dec is ions.  
31.  There is  a  fee l ing o f  together­
ness in  our  fami ly  
32.  We te l l  each o ther  about  our  
personal  prob lems.  
33 Fami ly  members hard ly  ever  
lose the i r  tempers 
34 We come and go as we wan '  to  
in  our  fami l \  
35 We be l ieve in  compet i t ion and 
"may the best  man win "  
cu l tura l  ac t iv i t ies .  
37 We o f ten go to  movies,  spo i ls  
events ,  camping,  e tc .  
38.  We don ' t  be l ieve in  heaven or  
he l l  
39.  Be ing on t ime is  very  impor tant  
in  our  fami ly .  
40.  There are set  ways o f  do ing 
th ings a t  home.  
41.  We rare ly  vo lunteer  when 
someth ing has to  be done at  
home.  
42.  I f  we fee l  l i ke  do ing someth ing 
on the spur  o f  the moment  we 
o f ten jus t  p ick  up and go.  
43.  Fami ly  members o f ten 
cr i t ic ize each o ther  
44.  There is  very  l i t t le  pr ivacy in  
our  fami ly .  
45.  We a lways s t r ive to  do th ings 
jus t  a  l i t t le  bet ter  the next  
t ime.  
46.  We rare ly  have in te l lec tua l  
d iscuss ions.  
47.  Everyone in  our  fami ly  has a 
hobby or  two.  
48.  Fami ly  members have s t r ic t  
ideas about  what  is  r ight  
and wrong.  
49.  People  change the i r  minds 
o f ten in  our  fami ly .  
50.  There is  a  s t rong emphasis  on 
fo l lowing ru les in  our  fami ly  
51 Fami ly  members rea l ly  back 
each o ther  up.  
52.  Someone usual ly  gets  upset  i f  
you compla in  in  out  fami ly  
53 Fami ly  members somet imes h i t  
each o ther  
al v. av s i <'l\ "ii I lienis> K es 
w hen a pi ('hleni < mno up 
5 5. |- air ,1 \ im mlu'i s i iu I\ w oi i y 
a In HI T job PR I MM >11' 'IK. school 
grades i_k 
56.  Someone in  ou i  fami ly  p lays 
a musica l  ins t rument  
57.  Fami ly  membeis  a ie  not  
very  invo lved in  icu reat iona l  
ac t iv i t ies  outs ide work  or  
school .  
58.  We be l ieve there a ie  some­
th ings you just  have to  take 
on fa i th  
59.  Fami ly  members make sure 
the i r  rooms are neat .  
60 Everyone has an equal  say in  
fami ly  dec is ions.  
61 There is  very  l i t t le  uroup sp i r i t  
in  our  fami ly  
62.  Money and pav ing b i l ls  is  
openly  ta lked about  in  our  
fami iv  
63 I f  there s a d isag ieement  in  
our  fami iv  we t ry  hard to  
smooth th ings over  and keep 
the peace 
64.  Fami iv  members s t ronc iy  
s  encourage each o ther  to  s tand 
up for  t l i c i t  r ights .  
65 In  our  fami iv  ,  we don t  t rv  
that  hau l  to  succeed 
66.  Fami iv  members o i ten »w to  
the i ib tarv  
67 Fami iv  me nbets  somet imes 
a t tend courses o< ta i .e  lessons 
for  so im nobbv o  in t j ' vs t  
(outs ide of  sJ ioo l ;  
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68.  In  om famiU c .a l i  person has 
d i f ferent  ideas about  what  is  
i  ight  and wrong.  
69 Each person 's  dut ies  are c lear ly  
de l ined in  our  fami ly .  
70.  We can do whatever  we want  
to  in  our  fami ly .  
7  I .  We rea l ly  get  a long wel l  w i th  
each o ther  
72.  We a ie  usual ly  carefu l  about  
what  we say to  each o ther .  
73.  fami ly  membeis  o f ten t iy  to  
one-up or  out -do each o i l ie r  
7  1.  I t ' s  hard to  be by yourse l f  
w i thout  hur t ing someone's  
fee l ings in  our  household .  
75.  "Work before p lay"  is  the ru le  
in  our  fami ly .  
76.  Watch ing T.V.  is  more 
impor tant  than reading in  
our  fami ly .  
77.  Fami ly  members go out  a lo t .  
78.  The Bib le  is  a  very  impor tant  
book in  our  home.  
79.  Money is  not  handled very  
carefu l ly  in  our  fami ly .  
80.  Rules arc  pre t ty  in f lex ib le  in  
our  household .  \  
8  I .  There is  p lenty  o f  t ime and at ­
tent ion for  everyone in  our  
fami ly .  
82.  There arc  a  lo t  o f  spontaneous 
d iscuss ions in  our  fami ly  
83 In  our  fami ly ,  we be l ieve you 
don ' t  ever  get  anywhere by 
ra is ing your  vo icc .  
84.  Wc arc  not  rea l ly  encouraged 
to  speak up for  ourse lves in  
our  fami ly .  
85.  Fami ly  members arc  o f ten 
compared wi th  others  as to  
how wel l  they arc  do ing at  
work  or  school .  
86.  Fami ly  members rea l ly  l i ke  
music ,  ar t  and l i te ra ture.  
87.  Our  main form of  enter ta in­
ment  is  watch ing T.V.  or  
l is ten ing to  the rad io .  
88.  Fami ly  members be l ieve that  
i f  you s in  you wi l l  be punished.  
89.  Dishes are usual ly  done 
immediate ly  a f ter  eat ing.  
90.  You can ' t  get  away wi th  much 
in  our  fami ly .  




Ronald E. Riggio 
Directions 
On the following pages are 90 statements that indicate an attitude or behavior that may or may not 
be characteristic or descriptive of you. Read each statement carefully. Then, using the scale shown 
below, decide which response will most accurately reflect your answer and darken the appropriate 
circle on your answer sheet. Note that you will need to work from left to right on the answer sheet. 
Example 
I  am usua l ly  wary  o f  s t r angers .  
Cr 




© © © © © 
Keep in mind that there are no right or wrong answers. Mark only one response for each statement. 
Mark all of your responses on the separate answer sheet. It is important to try to respond to every 
statement. 
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1 = Not at al l  l ike me 
2 = A l i t t le l ike me 
3 = Like me 
4 = Very much l ike me 
5 = Exact ly l ike me 
1. I t  is  ( l ifTiti i l t  for others to know when I 
am sad or depressed. 
2.  When people are speaking, I spend as 
much time watching their  movements 
as 1 do listening to them. 
3.  People cari  always tell  when I dislike 
them no matter how hard I try to hide 
my feelings.  
4 I enjoy giving parties.  
5.  Criticism or scolding larely makes me 
uncomfortable.  
0.  I can be comfortable with all  types of 
people—young and old,  rich and poor.  
7.  I talk faster than most people.  
8.  Tew people are as sensit ive and under­
standing as 1 am. 
9.  It  is  often hard for me to keep a 
"straight face" when tell ing a joke or 
humorous story.  
10. I t  takes people quite a while to get to 
know me well .  
11.  My greatest  source of pleasure and pain 
is other people. 
12. When I 'm with a group of friends,  I am 
oflcn the spokesperson for the group. 
13. When depiessed, I tend to make those 
around me depressed also.  
I I .  At panics,  I can immediately tell  when 
someone is interested in me. 
1. r>. People can always tell  when I am embar­
rassed by the expression on my face.  
If) .  I  love to socialize.  
17. 1 would much ralhet lake part  in a 
polit ical  discussion than to obseivc and 
analyze what the participants arc saying 
18. Sometimes I f ind i t  difficult  to look at  
others When I am talking about some­
thing personal.  
19- I  have been told that I have expressive 
eyes.  
20.  I  am interested in knowing what makes 
people tick.  
21. I  am not very skil led in controll ing my 
emotions.  
22. I  prefer jobs that require working with a 
large number of people.  
23. I  am greatly influenced by the moods of 
those around me. 
24. I  am not good at  making prepared 
speeches.  
25. I  usually feel  uncomfortable touching 
oil ier people.  
26. I  can easily tell  what a person's character 
is by watching his or her interactions 
with others.  
27. I  am able to conceal my true feelings 
from just  about anyone. 
28. I  always mingle at  parlies.  
29. There arc certain situations in which I 
f ind myself worrying about whether I am 
doing or saying the right things.  
30. I f ind i t  very difficult  to speak in front of 
a large gr oup of people.  
31. I oflcn laugh out loud. 
32. I always seem to know what peoples '  
true feelings arc no mailer how hard 
they iry to conceal them. 
33. I can keep a straight face even when 
friends try to make me laugh or smile.  
3 }. 1 usually take the init iative to introduce 
myself to strangers.  
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1 -  Not.  at  al l  l ike me 
2 = A l i t t le l ike me 
3 = Like me 
4 = Very much l ike me 
5 = Exact ly l ike me 
35. Sometimes I think that I lake things 
oil ier people say lo me too personally.  
30. When in a group of people,  I have 
trouble thinking of the right things to 
talk about.  
37. Sometimes I have trouble making my 
friends and family realize just  how angry 
or upset I am with them. 
38. I can accurately tell  what a person's 
character is upon first  meeting him 
or her.  
39. I t  is  very hard Tor me to control my 
emotions.  
40. I am usually the one to init iate 
conversations.  
41. What otheis think about my actions is of 
l i t t le or no consequence to me. 
42. I am usually very good at  leading group 
discussions.  
13. My facial  expression is generally neutral .  
41. One of my greatest  pleasures in l ife is  
being with other people.  
45. I am veiy good at  maintaining a calm 
exterior even if  I  am upset.  
•16. When tell ing a story,  I usually use a lot  of 
gestures to help get the point across.  
47. I often worry that people will  misinter­
pret  something I have-said to them. 
48. 1 am often uncomfortable around 
people whose social  class is different 
from mine. 
49. I lately show mv anger.  
50 .  I  c an  ins t an t ly  spo t  a  "phony"  the  minu te  
1  mee t  h im o r  he r  
51 .  I  i i sua l lv  adap t  my  ideas  and  behav io r  to  
the  g roup  I  happen  to  be  wi th  a t  t he  
l ime .  
52. When in discussions,  I  f ind myself doing 
a large share of the talking. 
53. While growing up, my parcnLs were 
always stressing the importance of good 
manners.  
54. I am not very good at  mixing at  parties.  
55.  I ofLcn touch my friends when talking lo 
them. 
56. I dislike i t  when other people tell  me 
their  problems. 
57. While I may be nervous on the inside,  I  
can disguise i t  very well  from others.  
58. At parties I  enjoy talking to a lot  of 
different people.  
59. I  can be strongly affected by someone 
smiling or frowning at  me. 
60. I  would feel out of place at  a party 
attended by a lot  of very important 
people.  
61. I  am able to liven up a dull  party 
62. I  sometimes cry at  sad movies.  
63. I  can make myself look as if  I 'm having a 
good time al  a social  function even if  
I 'm not really enjoying myself al  all .  
64.  I consider myself a loner.  
65. I  am very sensit ive of crit icism. 
66. Occasionally I 've noticed that people 
from different backgrounds seem to feel 
uncomfortable around me. 
67. I  dislike being the center of attention. 
6S. I am easily able to give a comforting hug 
or touch to someone who is distressed. 
09. I am rarely able lo hide a strong 
emotion. 
70. I enjoy going lo large parties and 
meeting new people.  











Social Factors in ADHD families /Page 19 0 
1 = Not at al l  l ike me 
2 = A Uti le l ike me 
3 = Like me 
4 = Very much l ike me 
5 = Exact ly l ike me 
It  is  veiy important that other people 
like me. 
I sometimes say the wr ong thing when 
starting a conversation with a stranger.  
I rarely show my feelings or emotions.  
I  can spend hours just  watching other 
people.  
I can easily pretend to be mad even 
when 1 am really feeling hnppy. 
I am unlikely to speak to strangers until  
they speak to me. 
I get  neivous if  I  think lhat someone is 
watching me. 
I am often chosen to be the leader of a 
group. 
Friends have sometimes told me that I 
talk too much. 
1 am often told that I  am a sensit ive,  
understanding person. 
People can always "read" my feelings 
even when I 'm tiying to hide them. 
82. I Lend to be the "life of the party." 
83. I 'm generally conccrncd about the 
impression I 'm making on others.  
84. I  often find myself in awkward social  
si tuations.  
85. I  never shout or scream when angry. 
86. When my friends arc angry or upset,  
they seek me out to help calm them 
down. 
87. I  am easily able to make myself look 
happy one minute and sad the next.  
88.  I  could Lalk for hours on just  about any 
subject.  
89.  I am often concerned with what others 
are thinking of me. 
90. I  can easily adjust  to being in just  about 
any social  si tuation. 
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APPENDIX N 
CHILD BEHAVIOR CHECKLIST FOR AGES 4-16 




,  • Boy 
SEX 












PARENT'S TYPE OF WORK (Please Oe specif ic — lor example, auto mechanic 
school teacher,  homemaker,  laborer,  lathe operator,  shoe salesman, army sergeai 
even if  parent <3oes not l ive with child.)  
FATHER'S 
TYPE OF WORK: 
MOTHER'S 
TYPE OF WORK:. 
THIS FORM FILLED OUT BY: 
•  Mother (name):  
EH Father  (name):  
•  Other —name & relat ionship to  chi ld:  
Please list the sports your child most likes 
to take part In. For example: swimming, 
baseball, skatinq, skate boardinq, bike 
riding, fishing, etc. 
O None 
Compared to other children ot the 
same age, about how much time 
does he/she spend in each? 
Compared to other children of t 


















• • • • • • • • 
n n • • • • • • 
• • • • • • • • 
II. Please list your child's favorite hobbies, 
activities, and games, other than sports. 
For example: stamps, dolls, books, piano, 
crafts, singing, etc. (Do not include T V.) 
HI] None 
Compared to other children of the 
same age, about how much time 
does he/she spend in each? 
Compared to other children of th 


















• • • a • • • • 
• • • • • • • • 
• • • • • • • • 
III. Please list any organizations, clubs. Compared to other children of the 










A • • • 
• 
• 
h. • • • 
r 
/• 
• • • • 
V. Please list any jobs or chores your child Compared to other children of the 
has. For example- paper route, babysitting, same age, how well does he/she 
making bed, etc. carry them out? 






a. . . .. . • !.J • • 
b • • 
• 
I  !  
c. • • • 
rt9«1 T M. AchenDach, U. ot Vermont, t S. Proipsct St.. Burlington, VT 05401 
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V. 1. About how many close Iriends does your child have? L) None 0 1 0 2 or 3 0 4 or more 
2. About how many times a week does your child do things with them? 0 less than 1 0 1 or 2 0 3 or more 
VI. Compared to other children of tiis/her age, how well does your child: 
Worse About the same Better 
a. Get along with his/her brothers & sisters? 0 0 0 
b. Get alonq with other children? 0 0 0 
c. Behave with his/her parents? 0 0 0 
d. Play and work by himself/herself? 0 0 0 
VII. 1. Current school performance—-for children aged 6 and older: 
ODoes not go to school Failing Below average Average Above average 
a, Reading or English 0 0 0 0 
b. Writing 0 0 0 0 
c. Arithmetic or Math 0 0 0 0 
d. Spelling 0 0 0 0 
Other academic sub- e 0 0 0 0 
jects — for example: his­
tory. science, foreign f. 0 0 0 0 
language, geography 
g- 0 0 0 0 
2. Is your child in a special class? 
0 No 0 Yes—what Kind? 
3. has your child ever repeated a grade? 
0 No 0 Yes —grade and reason 
4. Has your child had any academic or other problems in school? 
0 No 0 Yes—please describe 
When did these problems start? 
Have these problems ended? 
!..! No f I Yes —when? 
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VIII. Below is a list of items that describe children. For each item that describes your child now or within the past 6 months, please c 
the 2 if the item is very true or often true of your child. Circle the 1 if the item is somewhat or sometimes true of your child. If the 
is not true of your child, circle the 0. Please answer all items as well as you can, even if some do not seem to apply to your child. 
0 = Not True (as far as you know) 1 = Somewhat orSometimes True 2 = Very TrueorOften True 
0 1 2 1. Acts too young for his/her age 16 0 1 2 31. Fears he/she might think or do somethin 
0 1 2 2. Allergy (describe): bad 
0 1 2 32. Feels he/she has to be perfect 
0 1 2 33. Feels or complains that no one loves hin 
0 1 2 3. Argues n lot 
0 1 2 4. Asthma 0 1 2 34. Feels others arc out lo get him/her 
0 1 2 35. Feels worthless or inferior 
0 1 2 5. Behaves like opposite sex 20 
Gets hurt a lot, accident-prone 0 1 2 6. Bowel movements outside toilet 0 1 2 36. 
0 1 2 37. Gets in many fights 
0 1 2 7 Bragging, boasting 
0 1 2 38. Gets teased a lot 
0 1 2 8. Can't concentrate, can't pay attention for long 
39. 0 1 2 Hangs around with children who get in 
trouble 
0 1 2 9. Can t get his/her mind off certain thoughts; 
obsessions (describe): 0 1 2 40. Hears things that aren't there (descri! 
0 1 2 10. Can't sit still, restless, or hyperactive 25 
0 1 2 41. Impulsive or acts without thinking 
0 1 2 11 Clings to adults or too dependent 
0 1 2 12. Complains of loneliness 0 1 2 42. Likes to be alone 
0 1 2 43. Lying or cheating 
0 1 2 13. Confused or seems to be in a fog 
0 1 2 14. Cries a lot 0 1 2 44. Bites fingernails 
0 1 2 45. Nervous, highstrung, or tense 
0 1 2 15. Cruel to animals 30 
0 1 2 16. Cruelty, bullying, or meanness to others 0 1 2 46. Nervous movements or twitching (descrit 
0 1 2 17 Day-dreams or gets lost in his/her thoughts 
0 1 2 18. Deliberately harms self or attempts suicide 
0 1 2 47. Nightmares 
0 1 2 19. Demands a lot of attention 0 1 2 48. Not liked by other children 
0 1 2 20. Destroys his/her own things 35 0 1 2 49. Constipated, doesn't move bowels 
0 1 2 21. Destroys things belonging to his/her family 0 1 2 50. Too fearful or anxious 
or other children 0 1 2 51. Feels dizzy 
0 1 2 22. Disobedient at home 
0 1 2 52. Feels too guilty 
0 1 2 23. Disobedient at school 0 1 2 53. Overeating 
0 1 2 24. Doesn't eat well 
0 1 2 54. Overtired 
0 1 2 25. Doesn't get along with other children 40 0 1 2 55. Overweight 
0 1 2 26. Doesn't seem to feel guilty after misbehaving 
Physical problems without known med< 56. 
0 1 2 27 Easily jealous cause: 
0 1 2 28. Eats or drinks things that are not food 0 1 2 a. Aches or pains 
(describe): 0 1 2 b. Headaches 
0 1 2 c. Nausea, feels sick 
0 1 2 d. Problems with eyes (describe): 
0 1 2 29. Fears certain animals, situations, or places, 0 1 2 e. Rashes or other skin prooiems 
other thnn qrhnnl (describe)- 0 1 2 f. Stomachaches or cramps 
0 1 2 g. Vomiting, throwing up 
0 1 2 h f*\fhor /Hoc^nhoV 
0 1 2 30. Fears going to school 45 
UlllCI IUC/. 
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0 = Not True(asfaras you know) 1 = SomewhatorSometimesTrue 2 = Very True or Often True 
0 1 2 57 Physically attacks people 0 1 2 84. Stranqe behavior (describe): 
0 1 2 58. Picks nose, skin, or other parts of body 
(rtfiscribe): 
80 0 1 2 85. Strange ideas (describe): 
0 1 2 59. Plays with own sex parts in public 16 
0 1 2 60. Plays with own sex parts too much 0 1 2 86. Stubborn, sullen, or irritable 
0 1 2 61 Poor school work 0 1 2 87. Sudden changes in mood or feelings 
0 1 2 62. Poorly coordinated or clumsy 0 1 2 88. Sulks a lot 
0 1 2 63. Prefers playing with older children 20 0 1 2 89. Suspicious 
0 1 2 64. Prefers playing with younger children 0 1 2 90. Swearing or obscene language 
0 1 2 65. Refuses to talk 0 1 2 91. Talks about killing self 
0 1 2 66. Repeats certain acts over and over; 
compulsions (descrihe)-
0 1 2 92. Talks or walks in sleep (describe): 
0 1 2 93. Talks too much 
0 1 2 67 Runs away from home 0 1 2 94. Teases a lot 
0 1 2 68. Screams a lot 25 
0 1 2 95. Temper tantrums or hot temper 
0 1 2 69. Secretive, keeps things to self n 1 2 96. Thinks about sex too much 











0 1 2 99. Too concerned with neatness or cleanline 
0 1 2 100. Trouble sleeping (describe): 
0 1 2 71 Self-conscious or easily embarrassed 
0 1 2 72. Sets fires 








Truancy, skips school 
Underactive, slow moving, or lacks energy 
0 1 2 103. Unhappy, sad, or depressed <•; 
30 0 1 2 104. Unusually loud 
0 1 2 74. Showing off or clowning 
0 1 2 105. Uses alcohol or drugs (describe): 
0 1 2 75. Shy or timid 
0 1 2 76. Sleeps less than most children 
0 1 2 106. Vandalism 
0 1 2 77 Sleeps more than most children during day 
and/or niaht (describe): 
0 1 2 107 Wets self during the day 
0 1 l 108. Wets the bed c 










Wishes to be of opposite sex 
1 1 2 79. Speech problem (describe): 
0 1 2 111 Withdrawn, doesn't get involved with other 
0 1 2 112. Worrying 
) 1 2 80. Stares blankly 
113. Please write in any problems your chiid ha 
) 1 2 81 Steals at home 
that were not listed above: 
1 1 2 82 Steals outside the home 0 1 2 -
1 1 2 83. Stores up things he/she doesn t need 0 1 2 
(describe): 
40 0 1 2 
H  c a c c  O C  o n n r  v * \ i »  <  
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CHILDREN'S HOSPITAL NATIONAL MEDICAL CENTER 
111 Michigan Avenue. N W 
Washington. 0 C. 20010 
APPENDIX 0 
Teacher's Questionnaire 
Nemeot Cttld Grsde 
Date of Eirrtmloii 
Please answer all questions. Beside each item, indicate the degree 









1. Rtillm in the "squirmy" NAU. 
2. Makes inappropriate nones when he shouldn't 
3. Demands must be met immediately. 
4. Acts "smart" (impudent or sassy). 
5. Temper outbursts and unpredictable behavior. 
6. Overly sensitive to criticism. 
7. Distractlbillty or attention span a problem. 
8. Disturbs other children. 
9. Daydreams. 
10. Pouts and sulks. 
11. Mood changes quickly and drastically. 
12. Quarrelsome. 
13. Submissive attitude toward authority. 
14. Restless, always "up and on the go." 
IS. Excitable, impulsive. 
16. Excessive demands lor teacher's attention. 
17. Appears to be unaccepted by group. 
IS. Appears to be easily led by other children. 
19. No sense of fair play. 
20. Appears to lack leadership. 
21. Fails to finish things that he starts. 
22. Childish and immature. 
23. Deniea mistakes or blames others. 
24. Does not get along well with other children. 
25. Uncooperative with clasamatea. 
26. Easily frustrated in efforta. 
27. Uncooperative with teacher. 
28. Difficulty in learning. 
21 
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APPENDIX P ! 
Chi-Jd's Report of Parental Behavior Inventory 
(CRPBI) "f *.*:f 
T •» — 
Child's Name " Interviewer's Name ' 
PARENTAL FIGURES: Father: Relationship to child 
Mother: Relationship to child 
Date 19 
DIRECTIONS 
I am going to be asking you some questions about things parents 
do. I'll read you a sentence and then ask you to tell me if that is 
true about your father, sort of true or not true about your father. 
Then, I'll ask you the same thing about your mother. 
Please listen carefully and answer as truthfully as you can. 
Let's try an example: 
Very True 
Makes me eat everything 
on my plate. T 
Very True 
Sort of True Not True 
t NT FATHER 
Sort of "rue Net True 
Rev. 4/82 
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FATHER MOTHER 
/X 
J" / A A 
1. 
.1 1 
Makes me feel better after I talk over my 
worries T t NT 1 T 
i. 
Y 
2. Likes to talk to me and be with me much of 
the time T t NT 
il 
Il T t 
3. Is easv with me il T t '• NT T t 
4. Seems to see my good points more than my 
fa'jl tt T * NT . '• i t 
5. Feels hurt wnen I don't fellow nis/her advice ; T £ HIT il * '* 1 -i t t 
6. Usually finds out about my bad behavior 1 T t NT r  t 
7. Worries about how I will turn out when I grow 
up because (s)he takes anything bad I do 
seriously T t NT T t 
8. Almost always speaks to me with a warm and 
friendly voice T t NT ! T t 
9. Is always thinking of things that will make 
me haDDv T t NT T t * 
10. Lets me off easy when I do somethinq wronq 1 T NT T t 1 
11. Understands my oroblems and mv worries 1 T t NT i T t t 
12. Thinks I am not grateful of him/her when I. J 
disobev ! T 
V ;>a ,1 : s ru* t ft 
13. Pays a lot a~f attention to my bad behavior i  T t NT ! T t * 
14. Continues to trust me even if I break a j 
oronise i j t 
} 
I 
NT ! T +• ft 
15. Eniovs talkina thin,as over with me ! T +• L NT f!  T *. A' 
16. Gives ^9 a lot of care and attention '! t •" NT 1 T If 
17. Savs ves to anvt'ninc I want 2 - +> NT :! T t 
I S .  Enjoys going on drives, trips or visits with I 
me 1 I t NT il T * K 
19. ceels hurt bv the bad thincs I do i T NT 'I T V 
20. Makes me do mv homework i T t NT II T +• \ 
21. Says some day when I grow up I'll be punishedl 
for the bad thinqs I do now 1 T 
i  
NT ! T * 
22. 
i 
Smiles at me very often '1 r f NT li T tk 
23. Often gives up sometning for himself/herself jj 
in order to oet something for me ' T +• 
i 
! 
NT ! * 
24. Excuses the bad thinas I do ! T t NT 'i T * 
25. Makes me feel better wnen I am upset '1 T f NT il - V \ 
Rev.  4 /82 
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. "FSTHEIT ' - MOTHER 
26. 
v & V » -
Tells me how much (s)he has suffered for me T « - vir t :y Jr --T NT 
27. Checks up to see whether I have done what I 
was told to do T t NT , * NT 
28. Thinks and talks about my bad behavior long 
after it is over T t NT 1 T t NT 
29. Enjoys doing things with me T t NT T t NT 
30. Hakes me feel like tne most important person 
in hi s/ner 1ife T t NT T t NT 
31. Lets me stay up late if I keeD asking T t NT T t NT 
32. Enjoys working with me in the house or yard | T t NT T t MT 
33. Says if I loved him/her, I'd do what (s)he 
wants me to do T t NT T t NT 
34. insists that I do things (s)he wants me to doj T t NT * ' t NT 
35. Says that someday I'll be sorry that I 
wasn't better as a child T t NT T t NT 
36. Comforts me when I'm afraid j T t NT I T t NT 
37. Enjoys staying at home with me more than 
going out with friends T t NT T t NT 
38. Makes sure I obey even if I complain or arguei T t NT 1 T t NT 
39. Cheers me up when I am sad 1 T t NT ! i t NT 
40. Tells me of all the things (s)he has done | 
for T!9 i T t NT ! <r NT 
41 . Makes sure that I follow his/her rules ' I t NT : T ¥ NT 
42. Thin<s that any of my bad benavior is very j 
serious and will affect r,y life when I grow 
uo 
• 
_ v i *r w « 1  NT 
43. Often speaks of the good things I do | T t NT i T t NT 
44.  Makes his/her whole life center around the j 
children in our family 1 T t NT T NT 
45. I can talk him/her out of an order, if I 
complain r t NT 1 T t NT 
46.  Has a good time at home with me j T t NT T t NT 
47. Says if I really cared for him/her, I would 
not do things that make him/her worry T t NT T t NT 
48. Lets me get away without doing work I am 
supposed to do 1 T t NT T + NT 
49. Says that sooner or later we always pay for I 
bad behavior i T t NT T t NT 
Rev.  4 /82 
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A. ̂  
A° Xy 






Seems proud of the thinos I do T t NT T 
—• 
t ' NT 
51. Soends almost all of his/her free time with 
tne children T f N'T T t NT 
52. Can be talked into thincs easily T t NT' 1 T t NT 
53. Likes me as I am and does not want to change 
po l t NT T t NT 
— « 
- . Says that I an net grateful for all (s)he 
nas done for me wnen I aisocev him/her T NT 1 T t NT 
55. Lets me qet away with a lot of things 1 T t NT T t NT 
56. Will talk to me again and again about 
anythina bad I do T t NT • T t NT 
57. Does thinas that I am oroud of 1 T t NT T t NT 
CO to 
I enjoy going on drives, trips or visits 
with him/her T t 
I 
NT 1 T t NT 
5?. Does thinas that hurt me T t NT T t NT 
60. I disobey him/her often ! T t NT1 T t NT 
6 1 .  I like to talk to and be with him/her much 
of the time T t NT T t NT 
62. I worrv about him/her 1 T t NT 1 T t NT 
63. My friends like him/her T t NT 1 T 4» t. NT 
64. I can always be sure of what (s)he expects 
from me * NT T *• NT 
55. There have been times when I have been ; 
frichtened by the wav 'sNhe acted : * 
i i 
M— ; 1 1 • ' t NT 
65. "reats ~e verv war~!-/ • - : t ' 
67. lanores ~e - - - NT 
68. Is fun to be with T t NT I T t NT 
69. I try to think of things that will please 
him/her T t NT ! T 1 t NT 
70. Breaks Dromises to me ' T A. i\~r 1 : i . T * NT 
71. I enjoy working with him/her in the house 
or vard T t NT •y i t NT 
72. Is often sad ' T t NT ! T * NT 
73. I care about him/hor a lot T NT ! T t NT 
74. Treats me very unfair!v at times >' T t NT ' • t M T <i • 
75. Has done thinas that embarrassed T t NT ' 
I 
T * *t-r '1 I 
76. Is one of the most important persons in my 
1 ife T 
S 
NT i T » 1 4. NT 
Rev.  4 /82 




/ A 4* A <$?• 
77. 
- 1 
Cares about me alot T. t NT J T t " NT 
78. Sometimes I think that I really dislike 
him/her T t NT | T t NT 
79. Is more concerned with his/her own problems 
than with mine T t NT T t NT 
8C. Is often sick ! T t NT T t NT 
31 . Peoole say I take after my father/mother ! T t NT T t NT 
Rev.  4 /82 






©1984 Slosson Educational Publications, Inc. 
Reprinted 1987 
All Bights Reserved 
Additional Copies Available From: 
SLOSSON EDUCATIONAL PUBLICATIONS, INC. 
P.O. Box 280, East Aurora, New York 15052 
Social Factors in ADHD families /Page 202 




Social Factors in AD^D families /Page 203 












Social Factors in ADHD families /Page 204 
3. Which picture looks like your family? 
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4. Which picture looks like your family when someone 
feels badly? 
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6. Which picture looks most like your family? 
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Which picture looks like your family? 
Social Factors in ADHD famil 
8. Which picture looks like 
your family? 
TO your room 
on I'LL SPANK YOU 
6 
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9. Which picture looks like your family? 
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10. Which picture looks like your family? 
IF YOU NEED HELP? 
WE'LL HELP YOU! „ 
WE'LL DO IT 
FOR YOU! 
DO IT AND WE'LL 
CHECK IT FOR YOU! 
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11. Which picture looks like your famiiy? 
A 




HE LI it 
B 
A i T>-A 
\ * » I 1 
Vj ... / / 1 
^-y - ._>• i 
r f—< i ' / .< % 
\ , ' 




DO IT AND WE'LL 
CHECK IT rORYOWyL 
/ '  '  /  •U C. / 
/ v 
/ • -i 1 -
/ < ! 1 
PLEASE 
HELP ME! 
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12. Which picture looks like your family? 
WE LL 
HELP YOU 




IF YOU NEED HELP, 
J/VE'LL HELP YOU! 
DO IT AND 
WE'LL HELP YOU, 
J,J ̂  Z'lWANT TODO  ̂  ̂
^ VJTMYSELFI 
\\ 
I  WANT TO DO 
IT MYSELF!' 
0 
Social Factors in ADHD families /Page 214 
13. Which picture looks like your family? 
GRADES DON'T 
MATTE R! 
YOU TRIED. THAT 
IS IMPORTANT1  
YOU NEED TO 
GET ALL "A" 'S! 
* 
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14. Which picture looks like your family? 
WE MADE 
THE TEAM! 
NOW YOU HAVE 
TO STAY WITH IT! 
WE MADE 
THE TEAM! 
DO THE VERY 
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15. Which picture looks like your family? 
(THAT'SOKj) 
WE GOT PARTS 
IN THE PLAY! 
B 
DO THE VERY 
BEST YOU CAN 
WE GOT PARTS 
IN THE PLAY! 
NOW YOU HAVE 
TO STAY WITH IT! 
/ WE GOT PARTS 
IN THE PLAY! 
* 
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16. What does your family watch? 
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Which picturo looks like your family? 
COMf? ADO 




READ WITH US. 
IF YOU WANT! 
YOU DON'T HAVE 
TO riEAIJ WITH US. 
<•(> PLAY OUTSIDE! 
> £ 
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Where would your family go? 
TICKET TO 
A PI.AY 
NOV 7. 1982 
SEC. -  35 
now - L 




NOV. 7. 1982 
SEC. 
ROW 




NOV. 7, 1982 
SEC. -  35 
ROW 
SEAT -  8 
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19. Which picture looks like your family? 
B 
Social Factors in ADHD families /Page 221 
20. Which picture looks like your family most of the time? 
0 
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21. Which pictuie looks like your family? 
CAN WE INVITE 
OUR FRIENDS IN? 
NOT TONIGHT! 
CAN WE INVITE 
OUR FRIENDS IN? 
ASK YOUR FRIENDS 
TO STAY FOR DINNER! 
If I I IEY WISH TO 
COMF IN. THEY CAN 
STAY FOR DINNER! 
'  CAN WF. INVITE 
OUR miENDS IN? 
r 
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22. Which picture looks like your family? 
B 
0 
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24. Do you believe in God? 
MAYBE 
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26. Which picture looks like your family? 
I  CAN'T FIND 
MY RACING CAfi! 
FIND IT 
YOURSELF! 
I CAN'T FIND 
MY RACING CAK! 
I 'LL HELP 
YOU LOOK! 
I CAN'T FIND 
MY RACING CAR! 
WE'LL HELP 
YOU LOOK! 
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I'LL CHECK THE 





WE WON'T DO IT!! 
0 
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28. Which picture looks like your family? 
DAL) AND I 
MAKE THE rtULES. 
I MAKE THE 
RULES HERE 
WE MAKE THE 
RULES AS A TAMILY. 
* 
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29. Which picture looks like your family? 
A 
YOU BROKE THE 
RULES AND WE'LL 
TALK ABOUT IT!! 
YOU BROKE THE RULES. 
YOU'LL BE PUNISHED NEXT 
TIME. DON'T DO IT AGAIN 
YOU BROKE THE 
RULES AND YOU'RE 
GROUNDED!! .  
0 
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30. What would your family do on "Cleaning Day"? 




DO SOME JOBS 
AND WE'LL DO 




FORGET ABOUT THE 
JOBS. WE'LL DO THEM 
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APPENDIX R 
Dear Parent: 
Currently there is an exciting scientific study being conducted at the University of 
Montana researching attention skills and school performance. I have been 
contacted by the primary researcher in an effort to identify those families in our 
school systems who have children that may be having some difficulty in school 
due to their styles of attention, motivation or behavior. Thus, I felt you and your 
son would be eligible to participate in this study. 
What you and your son will be asked to do is simply fill out some questionnaires 
and participate in a brief video taped problem solving procedure. This will take 
approximately two to three hours, and will be scheduled in two brief 
appointments. 
IN APPRECIATION OF YOUR HELP, the research team is offering several 
gifts. 
1. You will be able to attend a special "Parent Survival" course specifically 
designed for parents such as yourselves that will cover attention, motivation, and 
school performance issues, all at no cost. Courses similar to this one typically 
cost between $40.00 and $60.00 per session. 
2. In addition, you will be provided with literature that provides information 
on these issues and the best ways to work with your child at home and at school. 
3. Furthermore, you will receive a cash gift of twenty-five dollars ($25.00). 
4. Your son will receive ice-cream, or frozen yogurt coupons in 
appreciation of his help. 
As you know, many children in the Missoula area also have some difficulty in 
school due to attentional, motivational, and behavioral factors. As a parent you 
know how this can sometimes affect the home life and the school life of the child. 
Research such as this currently going on at the University of Montana will 
provide valuable information useful for helping these children. We would 
appreciate it very much if you would assist by participating in this valuable study. 
Sincerely, 
School Psychologist 
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APPENDIX S 
The staff member, blind to the status of the subjects 
classification (ADHD or ADHD+CD/ODD), will administer the 
abbreviated four card Relation Rorschach (Loveland, 1967) to the 
mother and child. The four cards selected will be (1,2,6,8) as 
suggested by Singer and Wynne (.1974) . • When the subjects arrive in 
the video room, the examiner will begin by saying: 
"Tonight we will be locking at how the two of you communicate with each other. "What we want you to dc 
is -.0 see wnat agreements you can come to about the things you think this inkblot locks like. [As he 
presents a copy of the Rorschach card to each participant:] See how many resemblances you can find in : 
on wnich you ccth agree. I'll be next door. Let me know when you have finished* (Loveland, 1967}. 
"When you are finished discussing that card, place it face down on the table and I will come back in tc 
give you the next card." [Examiner leaves room]. 
The examiner will leave the room and wait in the observation room 
with the video camera recording the mother and child preforming the 
Relation Rorschach. When the examiner sees the subject place the 
first card face down on the table as instructed, he will then ente 
the room and hand each participant a copy of the card they just saw 
mounted on a clipboard. Each person will be asked to clearly 
indicate all the things that were agreed upon, without further 
discussion between them. To help minimize the discussion, the 
examiner will remain in the room until this inquiry is done. When 
both participants have indicated that they are done, the examiner 
will hand them each the next card. He will state: 
"Here is the next card, again see what agreements you can come to about the things you think this 
inkblot locks like. [Presents a copy of Rorschach card to each participant:) See hew many resemblance, 
you can find in it on which you both agree. Again, lay it face down on the table when you are done an-
I will bring you the next card." 
As examiner leaves the room he takes the first card out with him tc 
prevent subjects from going back to discuss them. The procedure 
for the third and fourth cards will be the same, with the exceptior 
that the examiner will state: "Now here is the next card" then pick 
up the last set of cards and leave the room. If on any card the 
subjects indicate they are done before three minutes have passed, 
the experimenter will tell the subjects that most groups take a 
little longer with the card so to go ahead and do so. If on any 
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card the subjects have not indicated they are done'.after ten 
minutes, the examiner will ask them to finish up in the next coupl 
of minutes. If after fifteen minutes the subjects are still not 
done, the examiner will inform them they need to move on to the 
next card and remove the present card from them at this time. 
Social Factors in ADHD families /Page 234 
APPENDIX T 
UNIVERSITY OF MONTANA 
CHILD STUDY 
CONSENT FORM 
I understand that the clinical psychology center is used for 
the training of advanced students in the area of professional 
psychology. I hereby agree to participate as a research subject 
knowing that this is providing the opportunity for students to 
acquire professional skills and experience. I have fully read 
the "Overview of the Study," and understand that the person 
administering these tests will be unable to provide extensive 
feedback to me. 
(CIRCLE AND INITIAL EACH SECTION) 
I give my permission for: 
, .1. My child to participate in the study - ; ...• 
2. Audio & video recording of both myself and my child 
3. Release of my child's school records including his IQ score 
if one is available 
4. My son's teacher to be contacted for the purposes of filling 
out the research forms in the teacher packet 
I hereby understand that I have the right to withdrawal any and 
all of the above consents and discontinue participation in the 
study at any time without penalty should I so desire. 
Signature of Mother: Date:. 
Signature of Child: Date:. 
Signature of Researcher: Date:. 
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APPENDIX U 
DEBRIEFING FORM 
The present study is examining social, perceptual, and 
communication factors which may sometimes lead to attentional, 
motivational and behavioral problems in school children. 
This study has been examining those areas that may be vital 
in such a connection, if one exists. 
If you would like to know more about this study, or have 
questions about your individual child, please contact KEVIN CESAR 
at 243-4523, Monday - Friday, during normal business hours. 
If you would like to participate in the free parent 
enhancement workshop being offered in conjunction with this 
study, please let the researcher know as soon as possible. The 
next session will be starting soon. 
Thank you again for taking the time to participate in this study. 
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Table 1. 
Identifying Group Characteristics 
ADHD ADHD+CD/ODD 
Characteristic % n % n 
Mother's Age at Delivery 
Under 20 10.0 2.0 20.0 4.0 
20-24 20.0 4.0 20.0 4.0 
25-29 45.0 9.0 30.0 6.0 
30-34 20.0 4.0 25.0 5.0 
35-39 5.0 1.0 5.0 1.0 
40-44 0 0 0 0 
Marital Status 
Married 50.0 10.0 55.0 11.0 
Seperated 10.0 2.0 10.0 2.0 
Divorced 30.0 6.0 25.0 5.0 
Never Married 10.0 2.0 10.0 2.0 
Years Married (M,SD) 12.0 6.4 11.1 5.1 
Family SES Class (< II) 90.0 17.0 100.0 18.0 
Child's Age (M,SD) 8.4 1.2 8.3 1.2 
Past Physical/Sex Abuse 10.0 2.0 20.0 4.0 
Medication Status 
None 75.0 15.0 35.0 7.0 
Ritalin 5.0 1.0 25.0 5.0 
Imiprimine 0 0 10.0 2.0 
Teg ratal 0 0 5.0 1.0 
Zoloft 5.0 1.0 0 0 
Multiple trials 15.0 3.0 25.0 5.0 
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Table 2 
Omnibus Multiple Analyses of Variance on the SCL-90R, SSI, FES. CBCL. PBI. CVFES, CRPBI 
Measure F Hypth.DF Error DF Sig. of F 
SCL-90R 1.07 10 29 .414 
Social Skills Inventory .96 06 33 .462 
Family Environment Scale 49 10 29 .882 
Child Behavior Checklist 2.28 09 30 .044' 
Parent Behavior Inventory 1.77 06 33 .136 
Child's Version of FES .74 10 29 .673 
Child's Version PBI 1.26 06 33 .301 
Notes: 
* = p < .05 
One-way MANOVAs with Group as the Independent Variable, and all the scales on each instrument as the 
Dependent Variables. 
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Table 3 
Analysis of Variance on the SSI, CBCL, PBI, CVFES Subscales 
Measure F Sig. of F 
Social Skills Inventory 
Emotional Expressivity .08 .775 
Emotional Sensitivity .40 .529 
Emotional Control 5.43 .025* 
Social Expressivity .00 .945 
Social Sensitivity .06 .805 
Social Control .00 1.00 
Child Behavior Check List 
Withdrawn 3.75 .060 
Somatic Complaints 6.77 .013* 
Anxiety/Depression 6.45 .015* 
Social Problems 1.46 .233 
Thought Problems .01 .889 
Attention Problems .00 .981 
Delinquent Behavior 3.94 .054 
Aggressive Behavior 8.24 .007** 
Other Problems 6.05 .019* 
Parent Behavior Inventory 
Acceptance .04 .839 
Child Centeredness 4.58 .039* 
Lax Discipline .04 .826 
Control Through Guilt 2.05 .160 
Instilling Anxiety .86 .359 
Nonenforcement .00 .968 
Child's Version FES 
Cohesion .75 .390 
Expressiveness .09 .765 
Conflict .01 .914 
Independence .71 .403 
Achievement Orientation 2.06 .159 
Intellectual-Cultural Orientation .03 .845 
Active-Recreational Orientation .87 .355 
Moral-Religious Emphasis 2.79 .103 
Organization 5.03 .031* 
Control .26 .608 
Notes: 
DF=(1,38) 
Omnibus MANOVA significant only for CBCL 
* = p < .05 
** = p < .01 
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Table 4 




Mean SD Mean SD 
Withdrawn 3.95 2.96 5.85 3.23 
Somatic Complaints* 1.80 1.79 3.80 2.93 
Anxiety/Depression* 8.25 4.80 12.40 5.51 
Social Problems 5.15 3.13 6.20 2.28 
Thought Problems 2.50 2.09 2.60 2.41 
Attention Problems 12.20 8.69 12.20 2.98 
Delinquent Behavior 5.20 3.91 7.75 4.20 
Aggressive Behavior** 19.80 9.92 27.40 6.45 
Other Probems 9.45 4.76 14.70 8.37 
Externalizing 25.00 12.80 35.20 9.51 
Internalizing 13.50 7.52 20.70 9.67 
Note: 
* = p < .05 
** = p < .01 
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Table 5 
Means and Standard Deviaitons of Standard Scores for Social Skills Inventory 
Group 
ADHD ADHD+CD/ODD 
Scale Mean SD Mean SD 
Emotional Expressivity 48.3 8.53 47.5 7.90 
Emotional Sensitivity 45.5 9.02 46.3 8.64 
Emotional Control* 38.0 8.19 43.5 6.48 
Social Expressivity 40.4 10.9 40.2 12.0 
Social Sensitivity 48.8 8.82 48.1 9.01 
Social Control 48.2 10.9 48.2 8.88 
Note: 
* = p < .05 
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Table 6 
Means and Standard Deviaitons of Raw Scores on The Parenting Behavior Inventory 
Group 
ADHD ADHD+CD/ODD 
Scale Mean SD Mean SD 
Acceptance 53.9 4.42 53.6 3.20 
Child Centeredness 43.1* 4.40 46.1* 4.45 
Lax Discipline 23.4 3.36 23.2 3.77 
Control through Guilt 14.6 3.13 16.7 5.58 
Instilling Anxiety 17.7 3.33 18.6 2.75 
Nonenforcement 25.2 3.44 25.2 4.25 
Note: 
* - p < .05 
Social Factors in ADHD families /Page 242 
Table 7 





Mean SD Mean SD 
Cohesion 47.3 10.3 43.8 14.7 
Expressiveness 52.2 9.87 53.2 11.0 
Conflict 41.1 14.2 40.6 11.8 
Independecne 50.6 5.77 52.5 7.89 
Achievement 50.0 8.82 43.5 18.2 
Intellectual-Cultural 49.0 11.7 49.7 10.7 
Active-Recreational 45.3 10.5 42.1 11.1 
Moral-Religious 47.1 11.8 41.2 10.3 
Organization* 49.5 9.73 41.2 13.3 
Control 48.6 10.4 50.4 11.5 
Note: 
* = p < .05 
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Table 8 




Scale Mean SD Mean SD 
Somatization -458 .452 .584 .583 
Obsessive Complusive .568 .378 .742 .620 
Interperson Sensitivity .685 .627 .702 .740 
Depression .776 .555 1.09 .909 
Anxiety .400 .368 .579 .751 
Hostility .521 .555 .732 .560 
Phobic Anxiety .042 .103 .078 .197 
Paranoid Ideation .264 .330 .390 .588 
Psychoticism .132 .165 .275 .485 
Additional Items .661 .578 .853 .610 
Grand Total 44.75 29.28 60.65 50.17 
Note: 
No Means were significantly different 
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Table 9 
Means and Standard Deviaitons for Standard Scores on the Family Environment Scale 
Group 
ADHD ADHD+CD/ODD 
Scale Mean SD Mean SD 
Cohesion 42.9 19.1 39.9 17.8 
Expressiveness 51.9 12.0 51.7 9.34 
Conflict 56.8 12.1 56.0 12.6 
Independecne 40.5 10.4 39.7 14.0 
Achievement 44.3 12.2 41.2 12.1 
Intellectual-Cultural 47.7 12.6 48.5 16.6 
Active-Recreational 46.7 10.3 51.0 12.0 
Moral-Religious 55.1 10.4 52.2 10.5 
Organization 49.4 9.66 45.5 13.6 
Control 57.9 9.05 58.4 6.99 
Note: 
No Means were significantly different 
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Table 10 




Scale Mean SD Mean SD 
Mother 
Acceptance 81.3 6.17 80.9 3.69 
Child Centeredness 29.3 3.65 29.7 2.17 
Lax Discipline 12.6 1.92 11.6 1.89 
Control through Guilt 17.1 3.44 16.5 3.60 
Instilling Anxiety 13.5 3.36 12.4 2.72 
Nonenforcement 13.8 2.35 14.0 2.28 
:ather 
Acceptance 77.9 8.77 75.2 10.8 
Child Centeredness 27.6 4.18 26.8 4.26 
Lax Discipline 11.9 2.21 12.2 2.78 
Control through Guilt 16.9 3.70 15.6 3.51 
Instilling Anxiety 13.4 3.01 12.7 3.78 
Nonenforcement 12.6 2.21 12.8 2.33 
Note: 
No means were significantly different 
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Table 11 
Means. Standard Deviations of Raw Scores and t-values for the Dyadic Adjustment Scale, the Shipley 
Institute of Living Scale, and the Beck Depression Inventory 
Group 
ADHD ADHD+CD/ODD 
Measure Mean SD Mean SD t £ 
Beck Depression Inventory 6.35 5.14 7.45 1.66 -1.60 .11 
Dyadic Adjustment Scale 95.00 25.50 93.70 26.70 .16 .87 
Shipley 109.90 6.12 107.70 7.88 1.01 .32 
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Table 12 
Means, Standard Deviations and t-values for the Perceptual Differences between Mothers and ADHD so 
Group 
ADHD ADHD+CD/QDD 
Measure Mean SD Mean SD t £ 
Family Environment Scale -
Child's Version of Family 
Enviroment Scale 
(Mean Absolute Discrepancy 135.1 26.61 146.15 34.11 -1.14 .261 
Score) 
Parent Behavior Inventory -
Child's Report of Parent 
Behavior Inventory 72.15 10.26 76.90 11.14 -1.40 .169 
(Mean Absolute Discrepancy 
Score) 
Social Factors in ADHD families /Page 248 
Table 13 
Correlation between BDI, DAS, Externalizing and Internalizing Scales for ADHD Group 
Measure BDI Intern Extern DAS 
BDI 1.00 .43 C
O * .03 
Intern .43 1.00 .54* -.22 
Extern .49* .54* 1.00 - 1 0  
DAS .03 -.22 -.10 1.00 
Note: 
* = p < .05 
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Table 14 
Correlation between BDI. DAS, Externalizing and Internalizing Scales for ADHD+CD/ODD Grot 
Measure BDI Intern Extern DAS 
BDI 1.00 .25 .44* -.45* 
Intern .25 1.00 .50* -.26 
Extern .44* .50* 1.00 -.43 
DAS -.45* -.26 -.43 1.00 
Notes: 
* = p < .05 
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Table 15 
Multiple Analysis of Variance on the SCI-90R, SSI, FES. CBCL. FBI, CVFES, CRPBI. Group bv 
Med interaction 
Measure F Hypth.DF Error DF Sig. of F 
SCL-90R .99 10 27 .475 
Social Skills Inventory .66 06 31 .679 
Family Environment Scale 2.58 10 27 .024' 
Child Behavior Checklist 2.49 09 28 .031' 
Parent Behavior Inventory .81 06 31 .565 
Child's Version of FES 1.03 10 27 .445 
Child's Version PBI 1 42 06 31 .236 
Note, 
* = p < .05 
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Table 16 
Means and Standard Deviations for Group by Medication Trends 
Group 
ADHD ADHD+CD/ODD 
No Medication Medication No Medication Medication 
Scale Mean SD Mean SD Mean SD Mean SD 
FES 
Cohesion 47.81" 16.33 23.25' 18.37 39.66 17.23 40.18 19.24 
Notes, 
' = p = .054 
Chart 1 













No Med Med 
Medication Status of Child 
* ADHD 
o— ADHD+CD/ODD 
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Table 17 
Means and Standard Deviations for Group by Medication Trends 
Group 
ADHD ADHD+CD/ODD 
No Medication Medication No Medication Medication 
Scale Mean SD Mean SD Mean SD Mean SD 
CBCL 
Social Problems 4.25b 2.3 8.75b 3.5 5.66 1.41 6.63 2.8 
Notes, 
" = p < .052 
Chart 2 























No Med Med 
Medication Status of Child 
* ADHD 
a ADHD+CD/ODD 
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Table 18 
Analysis of Variance on the PBI the FES and the SCL-90 Subscales: Group by Medication Interaction 
Measure F Sig. of F 
Parent Behavior Inventory 
Acceptance 1.53 .224 
Child Centeredness 2.02 .163 
Lax Discipline 1.22 .275 
Control Through Guilt .09 .759 
Instilling Anxiety .04 .834 
Nonenforcement .38 .538 
Family Environment Scale 
Cohesion 3.96 .054 
Expressiveness .13 .718 
Conflict .31 .578 
Independence .06 .804 
Achievement Orientation .86 .358 
Intellectual-Cultural Orientation 2.99 .092 
Active-Recreational Orientation 2.49 .123 
Moral-Religious Emphasis 3.34 .076 
Organization .60 .441 
Control 2.45 .126 
Symptom Check List -90 
Somatization 1.84 .182 
Obessive Compulsive .52 .472 
Interpersonal Sensitivity 2.34 .134 
Depression 1.76 .192 
Anxiety .45 .503 
Hostility 1.57 .217 
Phobic Anxiety .09 .754 
Paranoid Ideation .08 .081 
Psychoticism .62 .625 
Additional items .04 .047' 
Notes: 
DF=(1,36) 
Omnibus MANOVA significant only CBCL and FES 
* = p < .05 
** = p < .01 
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Table 19 
Analysis of Variance on the SSI, CBCL, CRPBI. CVFES Subscales: Group by Medication Interaction 
Measure F Sig. of F 
Social Skills Inventory 
Emotional Expressivity 2.42 .128 
Emotional Sensitivity .02 .886 
Emotional Control .56 .458 
Social Expressivity 1.05 .312 
Social Sensitivity .17 .680 
Social Control 1.76 .193 
Child Behavior Check List 
Withdrawn .32 .569 
Somatic Complaints .20 .653 
Anxiety/Depression 2.54 .119 
Social Problems 4.03 .052 
Thought Problems 1.34 .254 
Attention Problems .01 .895 
Delinquent Behavior .35 .557 
Aggressive Behavior .15 .693 
Other Problems .25 .615 
Children's Report of PBI 
Acceptance 8.32 .007" 
Child Centeredness 1.34 .253 
Lax Discipline .22 .636 
Control Through Guilt .35 .555 
Instilling Anxiety .01 .909 
Nonenforcement .20 .650 
Child's Version FES 
Cohesion .41 .523 
Expressiveness .01 .899 
Conflict 2.97 .093 
Independence .77 .385 
Achievement Orientation .51 .478 
Intellectual-Cultural Orientation .01 .901 
Active-Recreational Orientation .91 .345 
Moral-Religious Emphasis .03 .843 
Organization ^ 2.49 .123 
Control 1.74 .195 
Notes: 
DF=(1,36) 
Omnibus MANOVA significant only CBCL and FES 
* = p < .05 
" = p < .01 
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Table 20 
Means and Standard Deviations for Group by Medication Interaction 
Group 
ADHD ADHD+CD/ODD 
No Medication Medication No Medication Medication 
Scale Mean SD Mean SD Mean SD Mean SD 
CRPBI 
Accecptance 82.93* 5.3 74.75ab 5.1 80.22 4.4 81.5b 2.9 
Notes, 
' = p < .05 
6 = p < .01 
Chart 3 
84 






















No Meds Meds 
Medication Status of Child 
* ADHD 
a ADHD+CD/OD 
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Table 21 
Means and Standard Deviations for Group by Medication Interaction 
Group 
ADHD ADHD+CD/ODD 
No Medication Medication No Medication Medication 
Scale Mean SD Mean SD Mean SD Mean SD 
SCL* 9 OR 
Additional Items .578" .399 1.09" .370 .995 1.06 .658 .711 
Notes, 
" = p < .005 
Chart 4 
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